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Editorial 
 
 
 
 
It is now two years since the first issue of the journal, a good time to 
reflect on its success and how it fits with the current mental health 
and learning disabilities research and service agendas. We set out to 
have an emphasis on practice based research and developments, 
with contributions from a range of practitioners, service users and 
carers.  The content of the five issues published so far, and feedback 
from readers, suggests this has been successful and that the journal 
has found a niche in the market.  To reinforce the service user 
involvement aspect of the journal we hope that we will soon have a 
service user member of the Editorial Board.  We believe the journal 
gives opportunities for more novice researchers, service users, 
carers and professionals alike, to publish in a peer reviewed journal 
and to stimulate debates through our points of view section. We have 
been pleased to host very well-published authors as well as complete 
newcomers and feel that this mix of style and experience enhances 
the range of contributions and makes the journal accessible, and of 
interest, to a wide range of people.  
 
NHS Research and Development (R & D) funding is currently 
undergoing significant restructuring and there is much speculation 
about how this will affect mental health and learning disabilities 
research in general and practice based research in particular. The 
new application process for R&D priorities and needs programmes is 
ongoing and it is apparent that the emphasis is to fund stronger, 
more coherent and national programmes with impact on NHS 
priorities and needs, based around strong Trust and University 
partnerships.  There are also additional opportunities for funding of 
specific projects.  A consequence will be fewer programmes and 
potentially there could be very few covering mental health and 
learning disabilities.  At this stage it is difficult to predict the impact of 
this on the journal.  Despite a greater centralisation of programmes, 
we hope there will still be an opportunity for smaller projects to fit 
within the ambit of the programmes.  We would expect this to be 
particularly true of user-led and user-focused projects which will 
continue to be an important priority nationally and for this journal.  
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Deliberate Self Harm in Children & Adolescents 
Iris McCarthy-Hoffbauer,  Chris Leach, Immanuel McKenzie 
Abstract 
 
This study compared children and adolescents who had deliberately self-
harmed (DSH) with those who had not using data routinely collected during 
assessment at a Child and Adolescent Mental Health Service (CAMHS). 
The DSH group consisted of 64 boys and 194 girls aged between 7 to 18 
years. The control group consisted of 175 boys and 181 girls aged between 
11 and 18.  
 
As in previous studies, there was a substantially higher proportion of girls 
who self-harmed or who had depressive symptoms when compared to 
boys. The study investigated the effectiveness of HoNOSCA as an 
assessment tool for DSH and compared it with other measures of 
seriousness of self-harm (BDI, PATHOS, clinician-based risk rating or 
previous episodes of self-harm). Comparisons of HoNOSCA-rated ‘self 
injury’ with other assessment tools showed advantages of the latter in 
detecting individuals at risk.  
 
The study also investigated whether DSH was linked to changes in family 
living and explored trigger or risk factors. The HoNOSCA item ‘Problems 
with family life and relationships’ was linked to self-harm as expected. 
However, there were no substantial differences between the groups for 
measures of family living. 
  
Analyses of risk factors showed background issues concerning breakdown 
of relationships and self esteem were relevant to DSH. 
  
Key words: Self-injury, self-harm, HoNOSCA, BDI, adolescents, 
measures of seriousness, risk-factors  
 
Introduction 
In this study we examined factors connected with deliberate self-harm 
(DSH) in a sample of children and adolescents treated in a mental health 
service and explored how these might be reflected in routinely collected 
outcome measures and diagnostic instruments. The increase in numbers of 
DSH and suicide in children and adolescents over the last decades 
(Hawton, Fagg et al., 2000; Hawton et al., 2002) and initiatives to reduce 
these numbers indicate the need for thorough investigation of the origins 
and associated factors that lead to self-harm so that appropriate 
intervention and prevention programmes can be successful (National 
Collaborating Centre for Mental Health, 2004a, 2004b). This is particularly 
true given that DSH is the strongest risk factor for future suicide 
(Chitsabesan et al., 2003; Hawton, Zahl & Weatherall, 2003; Nadkarni et 
al., 2000). Findings suggest that girls proportionally engage more often in 
DSH than boys, although the number of males rises in later teenage years 
(Hawton, Rodham et al., 2002; Kingsbury, 1993). 
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Risk factors and aetiological approaches 
DSH is common in adolescents (Hawton, Rodham et al., 2002) and 
associated with depressive symptomatology (Groholt, Ekeberg, Wichstrom 
& Haldorsen, 2000; Haw et al., 2002; Hawton et al., 1999), particularly in 
the case of repeated self-harm (Hawton, Kingsbury et al., 1999). Other risk 
factors include low self-worth (Bennett et al., 1997), infrequent parent/peer 
support, alcohol/substance abuse (Jones, 1997), previous self-harm, 
hopelessness (Groholt, Ekeberg & Haldorsen, 2000), intropunitive hostility 
(Brittleband et al., 1990) or history of sexual and physical abuse (Kaplan et 
al., 1997; Low et al., 2000). More psychodynamically orientated authors 
have tried to explain DSH as re-enactment of previous trauma (van der 
Kolk, 1989) and stressed the role of inwardly directed aggression 
(Farberow & Shneideman, 1957) or insecure attachment (van der Kolk et 
al., 1991). The ability to communicate seems important and DSH has been 
described as a method of communication (Machoian, 2001; Scott et al., 
1997). Individuals who self-harmed reported more relationship problems 
which they experienced as insoluble and they had higher levels of 
hopelessness and suicidal intent (Milnes et al., 2002). The combination of 
internal family conflicts and external pressures and effects on an 
individual’s self-esteem and sense of identity was stressed by Webb 
(2002).  Deiter et al. (2000) linked DSH to impairment in self-capacity 
abilities such as ability to tolerate strong affects, maintain a sense of self-
worth and connection to others. It seems important to consider the capacity 
of children and adolescents to deal with demands of their environment. 
Depending on how stable the external and internal structure of individuals 
is, the ability to cope with stress fluctuates (Reckless, 1961) and emotional 
distress involved in separation and experienced abandonment can lead to 
self-destructive behaviour (Hansburg, 1986). The role of a holding 
(Winnicott, 1960) or containing (Bion, 1984) environment seems important 
for the emotional and social development of a young person and in the 
case of a destabilisation of the family environment this very crucial 
experience can be affected and potentially lead to destabilisation of the 
individual (Marttunen et al., 1993). Hawton et al. (1982) highlighted the 
rather high number of single parent backgrounds for adolescents who self-
harmed.  
 
Assessment and outcome measures 
A number of outcome measures are in common use in routine practice for 
purposes of assessment and outcome measurement for children and 
adolescents referred to mental health services. These include the Health of 
the Nation Outcome Scales for Children and Adolescents (HoNOSCA: 
Gowers et al., 1999), PATHOS (Kingsbury, 1993, 1996) and the Beck 
Depression Inventory (BDI-I and BDI-II: Beck & Steer, 1993, 1996; Beck, 
Steer & Garbin, 1988). 
 
Although routinely used, there have been conflicting results from studies 
examining the effectiveness of HoNOSCA. Whereas some authors seem to 
confirm the instrument’s reliability and validity and its sensitivity to change 
(Gowers, Harrington, Whitton et al., 1999), others note a lack of detail in the 
assessment of symptoms and narrow range of important social variables 
(Stein, 1999). An interesting question was therefore how effective the 
HoNOSCA is as a discriminative device in relation to self-harm. 
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The PATHOS (Problems for more than one month; Alone when DSH 
occurred; episode was planned for more than Three hours; feelings of 
Hopelessness and/or Sadness in the time before DSH) allows a risk 
assessment concerning the seriousness of DSH or intent to die. Concurrent 
validity of the scale was assessed by Kingsbury (1996), who reported high 
correlations with other measures including the BDI. It has not been 
examined against well-established risk criteria and correlations with 
psychiatric risk factors were low. It was therefore interesting to see how 
well PATHOS discriminates in comparison with other risk measures. 
 
The BDI was developed for use with adults and adolescents aged 13 years 
and older, with high reported validity and reliability ranging from 0.73 to 
0.93 (Beck et al., 1988, 1996). There is evidence that the BDI is a valid 
screening tool for depression in adolescents from the age of 11 to 19 
(Bennett et al., 1997; Canals et al., 2001) and reliable with adolescents 
(Ward et al., 2004). There have been critical views voiced concerning the 
usefulness of the BDI for adolescents (e.g. Roberts, as cited in Myers & 
Winters; 2002). It was interesting to examine further the reliability and 
validity of the BDI in a sample of children and adolescents who had 
engaged in DSH.  
 
This study 
 
We compared a sample of children and adolescents who were known to 
have engaged in DSH with a further clinical sample who had not engaged 
in DSH. We were particularly interested in how well items in the HoNOSCA 
discriminated between the two groups. Those children referred for DSH 
also completed other measures, including the BDI-I, PATHOS and clinician-
based judgements of risk, so we also sought to investigate how useful 
these measures might be as part of risk assessment and how they related 
to each other and to HoNOSCA items. In addition to these comparisons 
between measures, we also investigated possible differences between the 
two groups in drug use, antisocial behaviour and family structure. 
 
Method 
 
Design 
 
The study is a retrospective study comparing information routinely collected 
from all children and adolescents referred to a Child and Adolescent Mental 
Health Service (CAMHS) over a five year period. Data from those referred 
for DSH were compared to data from children and adolescents not known 
to have engaged in DSH but who were referred to the CAMHS for other 
reasons. 
 
The study did not involve direct contact with individuals but the use of data 
routinely collected by members of the CAMHS, which was partly 
quantitative and already electronically stored, partly qualitative and to be 
transformed into statistically useful data. All data were anonymised for the 
purpose of data analysis and storage and to ensure confidentiality (British 
Psychological Society, 2000, 2003). 
 
The DSH group consisted of 64 boys and 194 girls aged 7 to 18 years who 
had engaged in self-harm and were seen by the CAMHS between January 
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1999 and January 2004 following admission to Accident and Emergency (A 
& E). 
 
The control group included 175 boys and 181 girls between 11 to 18 years 
referred directly to the same CAMHS team. As with the DSH group, data 
from the period January 1999 to January 2004 were included. For the 
purpose of this study only assessment data were used. 
 
Procedure  
 
Data from all clients registered with the CAMHS between January 1999 and 
January 2004 were included in the study. The following selection criteria 
applied: for those participants in the DSH group who had engaged in more 
than one self-harm episode, only the first episode with complete data sets 
was included in the analysis. Data were excluded for clients with more than 
three missing BDI scores. This similarly applied to PATHOS and other 
measures. For clients with more than one episode, only the first episode 
with complete data was included in the analysis. 
 
Instruments and measures 
 
All instruments were routinely administered by members of the CAMHS. 
For all clients referred, a service-developed demographic data form and 
HoNOSCA were used. For those engaging in DSH, additionally the BDI-I 
(excluding the item asking about sexual activity), a structured interview 
about the DSH including PATHOS and a questionnaire assessing factors 
concerning DSH (including a clinician risk rating and assessment of 
precipitating factors and background issues) were used.  
 
Results 
 
Comparisons between the DSH and Control groups 
 
Gender differences: There was a significantly larger proportion of girls in 
the DSH group (75%) than the control group (51%) (Χ2 = 29.7, d.f. = 1, p = 
.000). The number of girls (N = 194; 75%) who had engaged in self-harm 
was more than double the number of boys (N = 64; 25%).  
 
Age differences: The DSH group was significantly older (mean = 15.0 
years, SD = 1.59) than the control group (mean = 13.8, SD = 1.89) (t = -
7.66, df = 530, p = 0.000). DSH was most common amongst the 15-year-
olds (28%) and 16-year-olds (39%). 
 
HoNOSCA scores: Table 1 shows the scores on all thirteen HoNOSCA 
items for each group, with those items differentiating most between the 
groups at the top, the first six showing statistically significant differences 
between the groups. It is perhaps not surprising that the item that 
discriminated most was ‘Non-accidental self injury’. The DSH group also 
scored reliably higher on ‘Problems with alcohol, substance/solvent misuse’ 
and ‘Problems with family life and relationships’, while the control group 
scored reliably higher on ‘Problems with scholastic or language skills’, 
‘Problems with overactivity, attention or concentration’, and ‘Problems with 
non organic somatic symptoms’ 
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Table 1.  Mean scores (SD) for HoNOSCA items for DSH and control 
groups (ordered by size of effect) 
 
 
HoNOSCA Item 
 
DSH group 
 
Control 
group 
 
 
t-value 
 
(df) 
     
Self injury 2.41 (1.21) 0.36 (0.78) 22.12***  (456) 
Substance misuse 
 
0.50 (0.94) 0.16 (0.57)  4.43***  (398) 
Scholastic problems 
 
0.37 (0.71) 0.71 (0.95) -3.57***  (395) 
Family life 1.95 (1.07) 1.67 (1.18) -2.48*  (480) 
Overactivity 0.34 (0.72) 0.55 (0.77) -2.43*  (383) 
Non-organic 
symptoms 
 
0.36 (0.76) 0.56 (1.04) -1.97*  (398) 
Peer problems 0.88 (1.02) 1.10 (1.08) -1.94  (439) 
Disruptive 1.02 (1.09) 1.13 (1.12) -0.90  (432) 
School attendance 
 
0.85 (1.29) 0.98 (1.48) -0.86  (412) 
Self care  0.13 (0.49) 0.16 (0.52) -0.46  (384) 
Hallucinations 0.08 (0.38) 0.09 (0.43) -0.30  (382) 
Emotional problems 
 
1.71 (1.06) 1.70 (1.13)  0.04  (484) 
Physical illness 0.29 (0.68) 0.28 (0.74)  0.03  (389) 
 
 
*     p < 0.05   (2-tailed); **   p < 0.01   (2-tailed); *** p < 0.001 (2-tailed) 
 
For the DSH group, the highest scoring item was ‘Non-accidental self 
injury’, with an average score of 2.41, while, for the control group, the 
highest scoring item was ‘Problems with emotional and related symptoms’, 
with an average score of 1.70. 
 
HoNOSCA scores and age: Because of the age differences in the two 
samples, a further analysis was undertaken to check whether differences 
between the samples could be explained by age or whether they represent 
real differences. The two groups differed significantly across all age groups 
on the item ‘Non-accidental self injury’. ‘Problems with family life’ and 
‘Problems with substance abuse’ differentiated the groups only for the 13-
year-olds, while ‘Peer problems’ differentiated the groups only for the 15-
year-olds and ‘Problems with overactivity’ differentiated the groups only for 
the 16-year-olds. 
 
HoNOSCA scores and gender: A separate analysis was carried out for 
the two gender groups. Again, self-injury was highly significant in 
differentiating the DSH and the control group for both genders, and 
substance misuse was significantly higher in the DSH group for both 
genders. Girls in the control group scored significantly higher for ‘emotional 
problems’ and ‘overactivity’ while boys in the DSH group scored higher for 
‘physical illness’. 
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Family living: About two-thirds of the DSH sample came from intact or 
single parent families, with minor gender differences. Of the girls, 33% 
came from intact families and 32% from single parent families compared to 
28% males coming from intact families and 36% coming from single parent 
families. Most of the boys and girls in the control group (151 females (83%) 
and 156 males (89%)) lived in their original family. Only ten girls (5%) and 
four boys (6%) in the DSH group had experienced multiple family changes, 
compared to 41 girls (23%) and 30 boys (17%) in the control group, with 
the control group overall having a significantly larger proportion with 
experience of multiple family changes (Χ2  = 25.1, df = 1, p < 0.001). 
Measures of seriousness/predictors of self-harm for the DSH 
group only 
 
Beck Depression Inventory (BDI-I): Girls scored significantly higher 
(mean = 22.37, SD = 12.36) on the BDI than boys (mean = 16.39, SD = 
12.16), with girls scoring on average in the moderate and boys in the mild 
range of depression (t = 2.10, d.f. = 124, p = .037). This gender effect could 
not be found for any other measures of seriousness of self-harm. 
 
The correlations between the various measures related to self-harm are 
shown in Table 2. 
 
PATHOS: There was a small but significant positive correlation (r = 0.39, p 
< 0.01) between PATHOS and BDI (see Table 2). Comparing PATHOS 
with individual risk items of the BDI, the correlation was 0.38 (p = 0.01) with 
item 2 (hopelessness) and 0.27 (p = 0.01) with item 9 (suicide ideation). 
 
Previous DSH: Of the 258 participants in the DSH group, 87% (N = 225) 
had not engaged in previous DSH and 13% (N = 33) had had previous 
episodes. There was no gender difference (Χ2 = 0.62, df = 1, p = 0.61). 
Children without a history of DSH were slightly but significantly younger 
(mean age 15.1) than those with a previous episode (mean age 15.7) (t = 
2.31, df = 256, p = 0.02). BDI scores were significantly higher (t = 2.63, df = 
124, p = 0.01) for clients with previous self-harm (N = 19, mean = 28.1, SD 
= 12.54) than those with no earlier episodes (N = 107, mean = 20.07, SD = 
12.15).  There were slightly but not significantly higher PATHOS scores for 
clients with previous DSH (t = -1.06, df = 169, p = 0.29). 
 
Clinician risk rating: There were significant positive correlations between 
clinician risk rating and PATHOS score (r = 0.44, p = 0.01), overall BDI 
score (r = 0.41, p = 0.000) and previous self-harm (r = 0.22, p = 0.000), with 
those who had previously self-harmed being given higher risk ratings than 
those who had not. 
 
Self injury (HoNOSCA) and measures of seriousness: HoNOSCA ‘self 
injury’ ratings correlated significantly with the clinician risk ratings (0.16) 
and previous self-harm (-0.16) but not with BDI or PATHOS. Even the 
significant correlations were not very high and on the whole HoNOSCA 
item ‘self injury’ did not seem to be a particularly good indicator for the 
seriousness of self-harm. The negative correlation of -0.16 seemed 
particularly interesting and unexpected as it suggests that low HoNOSCA 
‘self injury’ scores are associated with high scores for previous DSH. 
Stronger indicators for self-harm seemed to be demonstrated by high 
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correlations of the clinician risk rating with BDI item 2 and 9, BDI total and 
PATHOS total or high correlations between previous DSH and BDI item 9, 
BDI total and clinician risk rating.  
 
Table 2  Correlation matrix for measures of seriousness of self-harm 
 
 Self 
injury 
Previous 
DSH 
Clinician 
risk 
rating 
BDI 
item 2 
BDI 
item 9 
BDI 
total 
       
Previous 
DSH 
 
-0.16*      
Clinician 
risk rating 
 
0.16* 0.22**     
BDI item 2 -0.10 0.06 0.33**    
BDI item 9 -0.02 0.27** 0.46** 0.48**   
BDI total -0.11 0.23** 0.41** 0.65** 0.67**  
PATHOS 
total 
 
0.11 0.08 0.44** 0.38** 0.27** 0.39** 
 
Note. Figures quoted are Pearson’s correlation coefficients 
*   p < 0.05 (2-tailed)   ** p < 0.01 (2-tailed) 
Comparison of HoNOSCA items and other measures of seriousness: 
Correlations were calculated between all HoNOSCA items and the other 
measures of seriousness. Because of the large number of correlations, the 
key patterns are summarised in Table 3, which shows the results of a 
hierarchical cluster analysis of the resulting correlation matrix, using Ward’s 
method. Three main clusters of items are apparent, with the measures of 
seriousness of self-harm grouped together in Cluster A, which suggests 
they measure similar things. Also included in Cluster A are HoNOSCA 
items ‘Problems with emotional and related symptoms’ and ‘Problems with 
non organic somatic symptoms’. Cluster C includes the HoNOSCA items 
relating to problems in family life/relationships, substance misuse or 
disruptive behaviour. These are not as closely related to the measures of 
seriousness. Items in this category describe to a large extent behavioural 
aspects. The remaining items form Cluster B, which interestingly separates 
the item related to peer relationships from other more relevant items, 
making it clear that this item assesses aspects different from those 
assessed by ‘Problems with family life and relationships’. 
 
Alcohol: Alcohol was used only by a small proportion of the sample when 
self-harming, with no reliable gender difference (14% females; 11% males). 
Those for whom alcohol was involved were slightly, but not significantly, 
older (mean age 16 years) than those who did not use alcohol (mean age 
15 years). Comparing alcohol use with the measures of seriousness, there 
was a statistically significant relation of alcohol use and clinician risk rating 
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for the girls only (t = 2.85, df = 192, p < 0.01). For the boys only, alcohol 
use related to higher scores on the BDI risk items (item 2: t = 2.35, df = 19, 
p < 0.05; item 9: t = 2.53, df = 19, p < 0.05). Previous DSH was also 
significantly related to use of alcohol at the time of self-harm (Χ2 = -3.68, df 
= 1, p = 0.06). 
 
Table 3  Results of a hierarchical cluster analysis (Ward’s method) of   
 HoNOSCA items and measures of seriousness of self-harm 
 
 
Cluster A 
 
Previous DSH 
BDI total 
BDI item 9 
BDI item 2 
Problems with emotional and related symptoms 
(HoNOSCA) 
Problems with non organic somatic symptoms 
(HoNOSCA) 
Clinician risk rating 
PATHOS total 
Self injury (HoNOSCA) 
 
Cluster B 
 
Problems with self care and independence 
(HoNOSCA) 
Problems with peer relationships (HoNOSCA) 
Physical illness or disability problems (HoNOSCA) 
Problems with scholastic or language skills 
(HoNOSCA) 
 
Cluster C 
 
Problems associated with hallucinations (HoNOSCA 
Problems with alcohol, substance/solvent misuse 
(HoNOSCA) 
Poor school attendance (HoNOSCA) 
Problems with overactivity, attention and concentration 
Problems with family life and relationships 
Problems with disruptive, antisocial or aggressive 
behaviour 
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Precipitating factors: The most common precipitating factors were 
relationships with parents (36% females; 33% males) and other 
relationships (21% females; 14% males), with family stress being involved 
in 8% of the cases. Post trauma issues were cited for only three (2%) girls 
and no boys. 
 
Primary and secondary long-term issues: Main topics in the background 
of DSH were the factors ‘Dysfunctional Family’ (18% females; 14% males), 
Self-esteem/image’ (13% females; 17% males) or ‘Family Breakdown’ 
(12% females; 13% males).  Sexual abuse was a primary issue for ten (5%) 
girls but no boys. Cultural issues figured as primary issues for only 3 (2%) 
females and none of the boys. Main long-term secondary issues were ‘Self-
esteem/image’, ‘Dysfunctional Family’ and ‘Family breakdown’. 
 
Method of self-harm: The method most frequently used for girls (28%) 
and boys (27%) was Paracetamol, followed by other drugs or methods. 
Cutting was less frequent, but slightly more common amongst boys (13%) 
than girls (6%). Similarly, other methods were more common amongst boys 
(19%) than girls (4%). Comparing all drug methods with cutting and other 
methods, a chi-square test shows these gender differences to be 
statistically significant (Χ2 = 20.3, df = 2,  p = 0.000).  
 
Discussion 
 
Gender and age differences 
 
The proportion of girls in the DSH group was much higher than in the 
control group. Also, the average age in the DSH group was higher (15 
years) compared to controls (14 years). This was consistent with findings 
elsewhere (e.g. National Collaborating Centre for Mental Health, 2004c). It 
can be assumed that the overall age difference between the two groups is 
actually even greater as children aged less than 11 years did not appear in 
this study as there was no information on the database for the younger 
children. 
 
Characteristics of HoNOSCA items 
 
In comparison, the controls scored significantly higher for ‘Problems with 
scholastic or language skills’, ‘Problems with non organic somatic 
symptoms’ and ‘Problems with overactivity, attention or concentration’. The 
DSH group scored significantly higher in ‘Non-accidental self injury’, 
‘Problems with family life and relationships’ and ‘Problems with alcohol, 
substance/solvent misuse’.  
 
‘Problems with family life and relationships’ and ‘Problems with emotional 
and related symptoms’ were represented in both groups as the two first 
problem areas and therefore limit the specificity to DSH. However, the 
statistically significant difference of mean scores in relation to ‘Problems 
with family life and relationships’ for the DSH group compared to controls 
shows that there are distinctly more severe problems in the DSH group. 
When looking at different age levels,  ‘Problems with family life and 
relationships’ differentiates particularly well amongst the 13-year-olds, 
followed by the items indicating self-injury and substance misuse.   
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HoNOSCA and its relationship to other assessment tools and 
measures of seriousness (BDI, PATHOS, clinician risk rating and 
previous DSH) 
 
We were interested in the relationship between the HoNOSCA-rated self-
injury and other measures of seriousness of self-harm. Statistically 
significant correlations for ‘Non-accidental self injury’ were found only for 
the clinician risk rating and previous self-harm. These correlations were not 
high and suggested therefore little predictive value of this HoNOSCA item 
for DSH in relation to severity. However, when simply looking at 
frequencies and extent of scoring for this item, the item appeared rather 
strongly and differentiated well between individuals who self-harmed and 
those who had not. However, as self-injury is only rated after DSH has 
happened, the predictive usefulness of this item remains questionable. 
Looking at the weak correlations with other measures of seriousness and 
stronger correlations of some of the other items, it may be more effective to 
focus on measures such as BDI, clinician risk rating or PATHOS for 
predictive considerations. 
 
Statistically significant correlations were found between ‘Problems with 
emotional and related symptoms’ and clinician risk ratings, BDI total, BDI 2, 
PATHOS total and HoNOSCA item ‘Non-accidental self injury’.  
 
Significant correlations were also found between ‘Problems with family life 
and relationships’ and clinician risk rating, BDI total, BDI items 2 and 9 and 
PATHOS total. For ‘Problems with peer relationships’ significant 
correlations were found with BDI total and HoNOSCA item ‘Non-accidental 
self injury’. All these HoNOSCA items were also significantly correlated with 
HoNOSCA item ‘Problems with alcohol, substance/solvent misuse’. These 
findings underline the expectation that family and relationship problems 
potentially lead to a destabilisation of the individual, whereby 
alcohol/substance misuse might possibly play the role of a problem-solving 
attempt which then leads to further destabilisation. 
 
BDI and other measures of seriousness 
 
Compared to boys, who were mainly classified as mildly depressed, girls 
scored mainly in the category of moderate depressive symptoms. This 
result was consistent with findings in studies elsewhere (Canals et al., 
2001; Coelho et al., 2002). Such gender differences could not be found in 
relation to PATHOS, previous self-harming behaviour or clinician risk 
ratings.  
 
There were slight positive correlations between BDI and PATHOS and 
between BDI items 2 and 9 and PATHOS. Individuals who had previously 
engaged in self-harm scored higher on the BDI. This result seems plausible 
as it indicates links between increased severity of depressive symptoms 
and increased frequency of self-harm, which has been reported before 
(Hawton et al., 2002). There were slightly but not significantly higher 
PATHOS ratings for those who had engaged in previous DSH, which was 
contrary to the expectation as this is a measure of hopelessness and the 
severity of intention to die. 
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There was a strong connection between higher clinician risk ratings and 
higher PATHOS scores, which is expected, as both are clinician-based, 
external measures. This finding is supported by significant correlations 
between clinician risk rating and overall BDI score.  
 
There were no significant correlations between BDI and HoNOSCA item 
‘Non-accidental self injury', which therefore questions the validity of this 
item for this group.  
 
In summary, many of the most significant correlations with the measures of 
seriousness were gained by the BDI, which underlines the good predictive 
value of the BDI for DSH. Other frequent significant correlations were 
gained by the clinician-based risk rating or PATHOS, which might possibly 
be viewed as circular rather than evidence in this case.  
 
Impact of family living 
 
There was a nearly equal proportion of children in the DSH group from 
intact and single parent families and most individuals had not experienced 
multiple changes. When comparing DSH and control groups, the measure 
for multiple family changes showed that control group members 
experienced slightly but significantly more changes, which is contrary to 
what we expected. However, the HoNOSCA item ‘Problems with family life 
and relationships’ is more strongly represented within the DSH group. 
 
Risk factors and life events 
 
Precipitating factors: The most frequent precipitating factor found in relation 
to DSH was ‘Relationship with parents’ followed by ‘Other relationships’, 
‘Family stress’ and ‘Feeling depressed’. Interestingly, the category ‘Post 
trauma’ only applied to some girls but to no boys. 
 
Long-term issues: Primary background topics for both genders were 
‘Dysfunctional family’, ‘Self-esteem’ and ‘Family breakdown’, which 
supports the hypotheses in relation to the links between disruption of the 
external and internal environment and DSH. The categories ‘Cultural 
issues’ and ‘Sexual abuse’ only related to girls, in smaller numbers than 
suggested by the literature.  
 
These findings support our expectations that breakdown of relationships, 
particularly within the family, seems a major risk factor in the lead-up to 
DSH. 
 
The role of alcohol in DSH 
 
Alcohol, which was significantly more of a problem in the DSH group than 
in the control group, did not appear as relevant in proximal connection with 
DSH but could possibly be seen as a more distal variable as suggested by 
correlations of HoNOSCA item ‘Problems with alcohol, substance/solvent 
misuse’ with other relevant HoNOSCA items, BDI item 2 and clinician risk 
rating. Of particular interest are the relatively high scores of the HoNOSCA 
item relating to alcohol amongst the 13-year-olds from the DSH group. 
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The role of disruptive behaviour in DSH 
 
The item ‘Problems with disruptive, antisocial or aggressive behaviour’ 
showed significant correlations with BDI item 2 and HoNOSCA items 
‘Problems with alcohol, substance/solvent misuse’ and ‘Problems with 
family life and ‘relationships’.  
 
Method of DSH 
 
The study replicated results found elsewhere that, for both genders, self-
poisoning (National Collaborating Centre for Mental Health, 2004c) was the 
most frequent method of self-harm, but cutting or other methods were more 
common amongst boys. However, the overall rather low numbers of cutting 
in the DSH sample might also be due to some children and adolescents not 
being brought to notice of CAMHS either because of discharge from A & E 
immediately after medical care without being recognised as DSH or 
because they never attended A & E in the first place. 
 
Clinical and theoretical implications 
 
The findings of this study indicate a limited use of HoNOSCA item ‘Non-
accidental self injury’ in contrast to other measures such as BDI, PATHOS 
or clinician risk rating. This underlines the usefulness of those measures in 
clinical setting as routine measures, and not just in the event of DSH, to 
assess risk and target preventative measures. It seems that in particular 
the assessment of depressive symptoms and intention to die bears strong 
links to the actual DSH, which is consistent with other studies. 
 
The findings also highlight the discriminative value of HoNOSCA item 
‘Problems with family life and relationships’ and it would be interesting to 
know more about the exact nature of these problems.  
 
Indications for the more exact nature of the conflicts were given by the 
identified background factors such as ‘Family breakdown’, ‘ Self-esteem’, 
‘Relationship issues with family’ for both or ‘Sexual abuse’ and ‘Post 
trauma’ for some girls. It appears that it is not the amount of change, as 
assessed by the item ‘Multiple family changes’, that seems to matter most 
for the disruptive effects on the individual but the exact nature of change or 
conflict and personal meaning and how it affects self perception. This is 
consistent with the differentiation made by Boergers et al. (1998) between 
interpersonal problems as precipitants and intrapersonal motivations. The 
development of depressive symptoms in this respect might be a mediating 
factor for subsequent self-harm. 
 
For the clinical context the detailed assessment of these topics therefore 
seems of value for risk assessment.  
 
Another finding interesting for clinical settings is the discriminative value of 
substance misuse amongst the 13-years-old. This seems potentially 
significant for the detection of risk factors at an early age and prevention. 
Overall, girls seem to constitute a particularly ‘at risk’ group when 
compared to boys. 
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The role of alcohol/substance as a distal factor for later DSH, as 
demonstrated in its links to the measures of seriousness/risk and other 
HoNOSCA items (particularly in the relationship area), seems noteworthy 
too and deserves further investigation (i.e., it could be seen as an 
expression of inner conflicts and problem-solving strategies).  
 
Limitations 
 
For some categories there was only a limited amount of data available due 
to missing data, which reduced the opportunity to carry out more 
substantial analysis. The difficulty of small numbers could be particularly 
seen for the measures of family living. However, the measures were 
strongly repetitive in content and therefore provide overall a good indication 
for the distribution of this measure over the sample. 
 
There are limitations of the BDI in relation to its age spectrum which might 
exclude important information connected to depressive symptoms in the 
age range below 13. However, this point does not seem too problematic as 
the average age of children and adolescents who self-harmed was well 
within the BDI age range (15 - 16 years). The question for the ages below 
13 therefore seems only interesting in relation to more long-term predictive 
considerations. Unfortunately, in this study it was not possible to compare 
the extent of depressive symptoms as measured by the BDI in the DSH 
group with those in the control group as there was no data available for 
controls.  
 
Given the strong outcomes for the BDI in this study in relation to 
seriousness of DSH, for further service planning this might mean 
consideration of routine application of the BDI also for individuals who have 
not engaged in self-harm in order to collect potential risk factors from very 
early on. 
 
Other limitations of this study lie in its limited size, which did not allow more 
extensive investigation in relation to underlying factors for DSH. This could 
be achieved by a more detailed analysis of the structured interviews after 
DSH or of other individual BDI, HoNOSCA or PATHOS items. 
 
This study did not investigate the effects of treatment on the individual item 
scores (i.e., did not include discharge data). It would be interesting to see to 
what extent individual scores change after treatment or what the average 
duration of treatment is.   
 
As many of the measures investigated depend to a large extent upon 
clinicians’ judgements and therefore contain a certain degree of 
subjectivity, the issue of training in order to achieve good inter-rater 
reliability and shared understanding of risk appears important in relation to 
further studies.  
 
Conclusion and future research 
 
The findings of this study allowed aspects relevant to self-harm to be 
highlighted. Particular risk factors were detected such as the combination of 
gender (being a girl) and age (being 15/16) and important problem-areas 
were identified, in particular problems with family life and relationships, 
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which seemed to be of discriminative value in relation to the DSH group. 
Potential risk factors and background variables were also investigated, 
which emphasised the exact nature of relationship problems and their 
meaning to self esteem. Disruptive behaviour and alcohol were found to be 
significant in the background of DSH and connected to other problem-
areas. Future research might be particularly useful in relation to more 
detailed analysis of the exact nature of inter- and intra-personal conflicts to 
explain how relationship problems can become triggers for DSH and the 
question of potential protective factors.  
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Restraint and Seclusion in Services for People with 
Mental Health problems and Learning Disabilities: a 
literature review 
 
Tom Isherwood 
Abstract 
 
This paper reviews the literature pertaining to the practice and experience 
of restraint and seclusion in inpatient psychiatric settings.  These are 
physical practices typically used by nursing staff in order to manage 
violence within such services.  The available quantitative literature 
demonstrates the variability in the prevalence of the practices and attitudes 
towards them.  Qualitative research has focussed on the experience of the 
practices and the different but largely negative impacts they have.  Many of 
these qualitative studies produce interesting and valuable findings; however 
the literature does not account for the role that language may play in 
constructing the experience and meaning of the practices for those 
involved.  This and other limitations in the research are described and 
direction for further research indicated. 
 
Keywords Restraint, seclusion, literature review, mental health, learning 
disability 
 
Introduction   
 
Restraint and seclusion are practices that are used in mental health 
services in the National Health Service (NHS) and in the independent 
health sector.  They are physical interventions that staff use to protect 
patients, other people and themselves from harm.  The Mental Health Act 
Code of Practice (Department of Health and Welsh Office 1999) and 
Violence: the short term management of disturbed/violent behaviour in 
inpatient psychiatric settings and emergency departments (National 
Institute for Clinical Excellence 2005) guide staff in the appropriate 
application of the interventions.  Such practices have a controversial 
history, and a number of inquiries have highlighted cases of misuse and 
malpractice (Ritchie 1985; Blom-Cooper et al. 1992; Prins et al. 1993).  The 
most recent of these is the inquiry into the death of David Bennett at the 
Norvic Clinic (a medium secure unit in Norfolk) (Blofeld 2003).  These 
practices can provoke strong emotional responses from all concerned and 
there can be a temptation to avoid discussion of them.  This is reflected in 
the amount of research that has been conducted in this area; secure 
services and those for people with learning disabilities have received even 
less attention. 
 
This paper reviews literature in a number of areas, highlighting key findings 
and questions that remain to be addressed.  Papers were selected because 
they described restraint and seclusion as they happen in psychiatric 
services for working age adults in the UK.  Additional papers were sought 
that provided a context within which these practices could be understood; 
however, policy frameworks, services for children or older adults, services 
that do not use any type of physical intervention and practices in other 
countries were not the focus of the review.  The first sections of this paper 
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deal with matters of definition within the subject area.  This is followed by a 
review of papers selected as they were concerned with incidence of 
restraint and seclusion in a range of psychiatric services.  The latter 
sections deal with papers selected because they examined the 
perspectives and experience of those involved in the practices of restraint 
and seclusion; researchers generally used qualitative methods to 
investigate these areas.  Papers were selected that were concerned with 
both mental health services and learning disability services, and with both 
secure settings and non secure settings. 
 
Restraint and Seclusion 
 
Restraint 
 
Restraint involves measures intended to restrict a patient’s bodily 
movements (Sailas & Fenton 2001).  Alty & Mason (1994) distinguish 
between chemical (pharmacological) restraint and physical restraint, and 
state that along with seclusion and transfer these constitute the typical 
responses to violence from people who are psychiatric patients throughout 
the world (ibid. p.7).  In practice chemical and physical restraint often 
coincide; in their study of 2180 recorded ‘violent incidents’ in a medium 
secure unit Gudjonsson et al. (2000) found that 67% of incidents involved 
physical restraint; of those involving restraint 44% also involved (chemical) 
sedation/restraint (54% of those secluded also received tranquilizing 
medication).   
 
Restraint as it is practised in NHS psychiatric services (including secure 
services) typically involves a minimum of three people taking hold of a 
patient using wrist and arm holds where necessary; Control and Restraint 
guidelines indicate that one person should control and protect the patient’s 
head and neck/airway, with one person on each arm (Wright 1999).  
Additional people can immobilise the patient’s legs.  The person can be 
restrained whilst standing, or whilst seated, or whilst on a bed or on the 
floor and the restraint would continue until the person had calmed and no 
longer posed a substantial threat of violence.  The Royal College of 
Psychiatrists (RCP) produced guidelines on the management of imminent 
violence in which they make many recommendations including that staff 
may ‘use secure grips, minimise pain [and] maintain dignity’ (RCP 1998, 
p.61). 
 
Seclusion 
 
Seclusion is the ‘placement and retention of an inpatient in a bare room in 
order to contain a clinical situation’ (Sailas & Fenton 2001, p.1.). Alty & 
Mason (1994) emphasise that seclusion is an emergency measure to 
contain a situation and one which removes all social contact, thereby 
distinguishing it from ‘time-out’ and restraint respectively.  They also state 
that seclusion involves force, a locked door (locked by someone other than 
the patient) and is ‘theoretically’ an appropriate term only with regard to the 
treatment of people with mental illness.   
 
The assertion that seclusion is a practice to be used in emergency 
situations is supported by the Mental Health Act Code of Practice 
(Department of Health and  Welsh Office 1999) in that it states that 
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‘seclusion is not a treatment technique and should not feature as part of 
any treatment programme’ (ibid. p.96).  However, the original Statute Law 
(Mental Health Act 1983) stated that seclusion was a ‘medical treatment’.  
Alty & Mason (1994) contended that seclusion is a practice found within 
institutions, rather than in community settings (p.130).  Royal College of 
Psychiatrists guidelines emphasise that seclusion should only be used 
when violence is uncontrolled by other means and they recommend 
specific observation and review procedures (RCP 1998). 
 
The use of restraint and seclusion 
 
Large variations have been found in the use of seclusion and restraint (Way 
& Banks 1990); Alty & Mason (1994) cite figures showing between 2% and 
66% of psychiatric inpatients experience one or both practices, and the 
characteristics of people who are restrained or secluded differ widely 
between studies (Swett 1994; Walsh & Randall 1995).  Measuring in terms 
of number of incidents rather than number of people, Gudjonsson et al. 
(2000) found that seclusion was the outcome of 4% of violent incidents; 
Shepherd & Lavender (1999) had a comparable figure of 1.6%.  Way & 
Banks (1990) suggested that there was a ‘facility effect’ with the culture of 
the institution being the biggest factor in the use of these practices.  
Differences in practices of recording, legislative frameworks, interpretation 
of guidelines, type of institution and demographics of a patient population 
(e.g. age, forensic or psychiatric history, length of stay) may account for 
some of the variation in reported incidence and confound attempts to 
compare quantitative data. 
 
Rates of seclusion and restraint have been reported to be stable over time 
despite changes in the political climate and size of institutions (Crenshaw & 
Cain 1997; Salib et al. 1998).  A survey of 117 psychiatrists in high and 
medium security hospitals found that half had initiated seclusion in the 
previous year, similarly half believed that it constituted a ‘form of treatment’, 
a third contested claims that it could be a ‘therapeutic practice’ and less 
than 10% objected to its use altogether (Exworthy et al. 2001).  In a later 
survey of high and medium secure units (39 units from a possible 46 
responded) 27 (69% of respondents) stated that they had used seclusion at 
least once in the past year (Cormac et al. 2005).  Incidences such as these 
reinforce the need to understand the nature and persistence of these 
practices.  
 
Over 80% of the respondents in the study by Exworthy et al. (2001) stated 
that they would authorise the use of seclusion following threats of violence, 
with the remainder maintaining that it should only follow actual violence.  
Shepherd & Lavender (1999) investigated a series of 130 incidents of 
aggression and found that attribution of cause was likely to be external 
(situational or interpersonal) rather than internal (dispositional or mental 
illness related) and that physical intervention was more likely to be used 
than verbal intervention, though they identified problems with under 
reporting of ‘minor’ incidents.  Attribution of cause raises many interesting 
questions particularly regarding assumptions about ‘internal’ states and the 
problems of treating understandable and justifiable anger against 
oppressive institutions as pathology (Masson 1990). Irwin (2006) provides a 
very clear rationale for greater emphasis on self awareness on the part of 
staff when attempting to manage aggression and violence. 
 
            Tom Isherwood 
  131
 
Sailas & Fenton (2001) reviewed the available literature with regard to the 
evidence of the effectiveness of restraint and seclusion.  They found no 
controlled studies that evaluated the value of these practices.  However 
they did find studies that used qualitative methods that reported ‘serious 
adverse effects’ (these studies are discussed further below).  They called 
for the development of alternative means of dealing with target behaviours 
and the evaluation of these in randomised and controlled studies.  
However, such quantitative studies explore little more than how often these 
common practices occur, and tell us little of the meaning and experience of 
the methods. 
 
Variation in methods and terminology 
 
The methods used for physically restraining a person are commonly 
referred to as Control and Restraint (C&R).  These methods were 
developed by the Prison Service Physical Education Department in the 
early 1980s following criticism of previous practices that resulted in high 
levels of injury and damage to relationships.  Based on martial arts 
techniques, in particular Jujitsu (Lewis 2002), they were introduced to 
Health and Social Services settings from the mid 1980s onwards (Wright 
1999).  They became very widely used (Gournay et al. 1998) and, though 
broadly similar, there are still differences in implementation between 
services.  Winship (2006) provides a fascinating history of the development 
of the use of mechanical and physical restraint from the 15th century to the 
present day.   
 
Techniques are reviewed locally and nationally following significant injuries 
or fatalities (Blofeld 2003).  C&R was formally recommended for use in 
statutory psychiatric facilities by the Department of Health and Social 
Security (DHSS 1988), when they also criticised the unplanned, unsafe and 
punitive methods previously in use.  More recently there has been a move 
to ‘re-brand’ C&R as ‘care and responsibility’ rather than ‘control and 
restraint’ (McDougall 1996) though this was not accompanied by a shift in 
practice.  Management of Aggression and Violence Techniques is a more 
contemporary term used somewhat confusingly for some diffusion and self 
defence techniques, as well as for the taught physical practices which aim 
to be less aversive and better tailored to particular situations and as 
another term for the original C&R methods.  In an innovative study Ryan & 
Bowers (2005) reported observations of coercive practices that, whilst not 
constituting restraint or seclusion in a formal sense, shared some of their 
function; examples included ‘blocking and guiding’ a patient’s movement 
and ‘show of force’ where staff would position themselves around a patient 
without contact with them.  These informal techniques were used to 
manage ‘low level’ disturbances but are neither explicitly taught, monitored 
nor evaluated and have received very little attention in the literature.  
 
In the UK 20 years ago the term ‘physical restraint’ would have been 
considered to have included clothing and mechanical devices (e.g. strait 
jackets, handcuffs and belts).  These do still exist and can still be used, but 
only in exceptional circumstances and then only with stringent regulation 
(Fennell 1996).  The term ‘physical restraints’ is still used in North America 
and elsewhere to describe such measures.   
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Power and Psychiatric Practice 
 
The roles and nature of mental health professions and institutions have 
been subject to criticism for many years; some of this criticism follows 
particular inquiries (see above).  What follows is a summary of the wider 
sociological and philosophical critique of power and regulation in the mental 
health system. 
 
Post-structuralist accounts of ‘the professions’ identify what Foucault (cited 
in Alty & Mason 1984) describes as ‘discursive practices’ (i.e. particular 
technologies, procedures and linguistic styles) which act as mechanisms of 
social subjugation through control over knowledge.  ‘Foucault gave the 
example of psychiatry regulating morality, rationality and the work ethic in 
bourgeois society’ (Morrall 1998: 12-13).  Institutions act as powerful 
repositories of such discursive practices. 
 
In his seminal sociological study Asylums, Goffman (1961) described how 
hospitals develop hierarchies of dominance.  His influential work depicted 
the depersonalising nature of the ‘total institution’ a whole societal system 
of social control, power surveillance and punishment.  Writing from a right 
wing, libertarian perspective Szasz (1994) portrayed the practice of 
psychiatry as a measure of social control. 
 
There have been examples of the application of these critical ideas to 
specific situations.  In a fascinating study Whittington & Balsamo (1998) 
used micro analysis of exchanges between nurses and patients in forensic 
settings following Foucault’s conceptualisation of power and control in 
these services.  Exchanges and the fluctuations in power were situated in 
the structures of authority and power that were the institution’s, and 
reflected a need for control (from either party) and fear at its loss. 
 
The main professions at work in psychiatric institutions are those of 
medicine and nursing; the latter are vastly more numerous; however 
typically they have much less power than the former.  Morrall (1998) 
questions ‘whether mental health nurses have control over their clinical 
practice or whether their work is susceptible to the dominance and 
hegemony of other mental health professionals (i.e. medicine)’ (ibid., p.43).  
He argued that mental health nursing is inextricably bound up with 
psychiatry and its social control function.   
 
‘In the final analysis, the psychiatric nurse’s role is at best 
apologist for the more obvious omnipotent features of psychiatry 
and the state.  The primordial function of the psychiatric nurse in 
society is revealed as one of social control, however, when she 
or he engages the powers and directives of the law to force the 
non compliant to take medication [or] apply physical restraints 
on ‘aggressive’ in-patients’ (Morrall 1998, p.121). 
 
The Experience of Restraint and Seclusion 
 
There have been studies that looked at the experience of restraint and/or 
seclusion by patients and by staff.  A variety of qualitative methods are 
used to analyse the accounts of experience and practice that have been 
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gathered through survey, observation and interview; those that pertain to 
staff will be addressed first. 
Staff experience 
 
Marangos-Frost & Wells (2000) conducted an ethnographic study of the 
thoughts and feelings of 6 nurses who had been involved in restraint where 
they faced the dilemma of whether to restrain or not.  They were interested 
in the decision making process, believing that they were based less on 
rational information gathering processes than on ‘internalised morals, 
values and emotions which constitute normative-affective factors’ (p.364).  
They identified four themes that played a part in the decision to restrain; 
these concerned the threat of harm, the availability of alternatives, 
conflicting roles and the context of the ward environment.  The 
retrospective nature of the study, asking what thoughts and feelings 
occurred at the moment of the decision (an emotive time), ran the risk of 
eliciting what the participants thought they should have been considering.  
They also identified the potential power of the culture, structure and 
philosophy of the institution in decision making but did not investigate or 
explain how this could happen.   
 
In a study conducted in regional secure units Lee et al. (2003) surveyed 
staff and found views on physical restraint that were different from those of 
patients and they called for more psychological interventions.  269 nursing 
staff completed questionnaires and 96% of these believed that there had 
been a positive outcome to the incidents in which they had most recently 
been involved.  In spite of this, in a thematic analysis of ‘qualitative 
responses’, a third of participants identified a number of concerns.  
Participants described the damage that had been done both bodily and to 
relationships, regretting the demeaning and physically painful experience 
that patients endured.  They also complained of a ‘deck them first’ attitude 
where physical restraint would be used too quickly.  Though their findings 
are intriguing the process of analysis was not described so one is not able 
to see how the themes arose.  It was outside the remit of their study but 
further examination of these attitudes and the factors that perpetuated their 
influence would have been valuable. 
 
Morrison (1990a) gathered data through participant observation and 
interviews with staff and patients (analysed using grounded theory 
methodology) on a psychiatric ward.  Her description centred on the 
culture, a ‘tradition of toughness’, in psychiatric settings that was dominated 
by ‘control’, with much of the discourse about patients being concerned with 
a lack of/being out of/gaining control.  She found that staff were socialised 
into the need for physical restraint and seclusion as the means for ensuring 
control; staff who favoured or tried ‘verbal therapeutic interventions’ would 
be isolated and unsupported by their colleagues.  Themes of restriction, 
surveillance and control were also central to a content analysis of mental 
health nurses’ perceptions of their work by Hall (2004) with some 
participants believing such functions made a positive contribution to care, 
and others certain that they disrupted or precluded engagement in nurse 
patient relationships.   
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Staff and Patient Experience 
 
Themes of control were central to Hinsby & Baker’s (2004) grounded theory 
analysis of staff and patients’ accounts of violence in a medium secure unit.  
They discussed paternalism, segregation, autonomy (for patients and staff) 
and the construction of identities all of which were related to elements of 
control.  The authors allude to discursive constructions that could allow a 
different analysis of the language used to construct this ‘control’ but do not 
expand on this in their paper. 
 
Alty & Mason (1994) looked at patients’ views regarding physical 
intervention (that included seclusion) and found that nurses did not 
describe the experience as being as traumatic as patients do.  However, 
Bonner et al. (2002) reported that physical intervention can be traumatic for 
all those who are involved.  They interviewed staff and patients following 
incidents of physical restraint and found that both groups talked of re-
experiencing trauma (previous violence or sexual trauma).  The report of 
their content analysis does not give detail, and their treatment of data did 
not seem even handed as the fear and embarrassment expressed by 
patients was altered (perhaps minimised) by a belief that ‘in some cases 
these emotions were exacerbated by paranoid ideas about the ward staff’ 
(p.468). The same was not expressed with regard to staff accounts. 
 
Patient experience 
 
Wynn (2004) interviewed psychiatric inpatients about their experiences of 
restraint and his qualitative (grounded theory) analysis identified a negative 
impact on staff patient relationships and a need for debriefing after 
incidents.  His participants talked of how restraint was used as a means of 
demonstrating power and regaining control, though they gave varying 
accounts of whether this was legitimate or not.  In Wynn (2004) and in 
Gallop et al. (1999) people who had experienced abuse previously 
(typically but not exclusively women) re-experienced that trauma during 
restraint.  This echoed the findings of Bonner et al. (2002) though Gallop et 
al. (1999) portrayed this as a crystallisation of a more general devaluing 
and dehumanising experience of hospitalisation. 
 
There have been many calls for more ‘collaborative’ and ‘psychological’ 
methods of dealing with violence in psychiatric settings.  Taxis (2002) 
reported perhaps the most marked success, with a reduction of 94% in 
incidents involving restraint and seclusion at a psychiatric unit in Texas, 
USA. This was achieved through consensus building, education, 
environmental and administrative alterations over a 42 month period, 
though the detail is scant and the explanation for the change is limited.  
Interestingly Taxis notes the parallel process of empowered staff (more 
freedom to direct the course and nature of their work) being more open to 
empowering patients through the use of less controlling and more 
collaborative, reflective interventions.  Unfortunately the process by which 
this change in culture (rather than just practice) happened and how it could 
be maintained are not elucidated. 
 
Some of those interventions described by Taxis (2002) fall within common 
descriptions of ‘anger management’ techniques, cognitive and behavioural 
strategies that ‘teach’ ways of thinking about and responding to situations 
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that provoke anger.  Lewis (2002) produced a case study and critique of 
restraint in light of ‘anger management’ interventions.  Despite the jargon of 
the ‘treatment’ that the man in the case study received, Lewis made 
valuable points regarding the need to explore ‘the client’s experience of 
oppression, invasion, privacy and criticism’ (ibid. p.61) and the therapeutic 
nature of being able to express anger.  He suggested that there should be 
a move away from ideologies that treat disturbing behaviour as being 
maladaptive, but as with calls for ‘cultural changes’ elsewhere the process 
is not described.  Language is central to change or perpetuation of social 
conditions and analysis of such discourses could elucidate those 
processes. 
 
It is generally accepted that restraint should be used as little as possible 
(e.g. Royal College of Psychiatrists 1998); it is hoped that advances in the 
understanding of the phenomenon will aid this reduction.   
 
Secure Services 
 
Secure services perform several (sometimes conflicting) functions; 
providing therapy and rehabilitation, protecting the general public, 
managing ‘risk’ and conducting assessments for court purposes; ‘Nurses 
attempt to fulfil an impossibly hybrid role, with the apparently mutually 
exclusive tasks of therapy and security competing with each other’ (Burrow 
1998: 183).  The ‘security’ comes from physical measures, (locks, high 
fences, fixed furniture in some areas, unbreakable windows, etc) 
restrictions on potentially hazardous activities (e.g. use of sharp knives in 
food preparation) and potentially high levels of observation and supervision 
through staff to patient ratios.  Staff within these services are given training 
in the use of restraint and seclusion (and other strategies for ‘aggression 
management’ such as de-escalation). 
 
Secure services for people with learning disabilities 
 
People with learning disabilities have been found to be at greater risk of 
developing mental health problems than the general population (Dosen & 
Day 2001).  High rates of physical violence have been found in populations 
with learning disabilities in community settings (Allen 2000) and forensic 
settings (McMillan et al. 2004).  Psychiatric services for this population are 
provided by both generic (adult mental health) and specialised (people with 
learning disabilities) settings, though the latter are typically considered 
more appropriate and positive from the perspective of users and carers 
(Longo & Scior 2004).   
 
Though people with learning disabilities are overrepresented in secure 
service settings, there is a dearth of research regarding practice in services 
and the experience of the same (Hodgins & Muller-Isberner 2000).  As a 
result of this there is an over reliance on pharmacological treatment to 
‘control the behaviour of the mentally retarded’ (ibid. p.159).  Busch & 
Shore (2000) found that people with ‘mental retardation’ were more likely to 
experience restraint and seclusion than many other patient groups.  
However research on this subject with this population is limited. 
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Restraint and seclusion for people with learning disabilities 
 
Stirling & McHugh (1997) provided a critique of control and restraint 
techniques in the management of violence for people with learning 
disabilities.  They accused services of inappropriate focus on psychiatric 
practice rather than those for people with learning disabilities.  They stated 
that they are reactive practices with no theoretical framework for 
professional use, and criticised the pain and discomfort inherent in these 
techniques and proposed a ‘non-aversive’ therapeutic holding approach.  In 
their examination of different types of training for physical intervention 
Murphy et al. (2003) identified the need for studies of effectiveness, 
claiming there was no clear leader and that inconsistencies in type and 
level of training compounded the problem.   
 
It has been suggested that the ‘management’ of people with learning 
disabilities in forensic settings would be very much the same as for 
mentally disordered offenders in general; ‘however, some of the techniques 
used may have to be adapted to take into account cognitive and physical 
abilities’ (Turnbull 2000: 86), though these are not expanded to give any 
detail.  He also comments that as training is dictated by local (rather than 
national) policy ‘this has lead to a wide variety of methods being taught, 
from the use of wrist locks in some establishments to the alternative, more 
dignified wrist holds in others’ (Turnbull 2000: 87).   
 
More recently, working with the Department of Health, the British Institute 
for Learning Disabilities (BILD) has published Guidance on Restrictive 
Physical Interventions for People with Learning Disability and Autistic 
Spectrum Disorder, in Health, Education and Social Care Settings 
(Department of Health 2002).  As statutory guidance this required relevant 
services to have specific policies and procedures in place, and staff to have 
‘approved training’, in order to deal with ‘behavioural episodes’.  
Documents such as this also gave credence to particular terms of reference 
in relation to behaviour and the need to intervene to restrict it, though the 
power of ‘guidance’ in this regard has not been investigated. 
 
Three qualitative research studies investigated restraint and seclusion with 
people with learning disabilities.  As with the qualitative studies outlined 
above the focus was on investigating experience using grounded theory or 
phenomenological approaches.  Fish & Culshaw (2005) interviewed staff 
and patients in a secure service for people with learning disabilities.  Their 
findings echo those found elsewhere in that both parties spoke of their 
experiences as being traumatic and having longer term negative 
consequences; however the groups differed in their opinion as to whether 
or not physical interventions were a ‘last resort’.  Hawkins et al. (2005) also 
interviewed staff and clients (in community settings) about their experience 
of restraint.  They used grounded theory methods to analyse the accounts 
of diverse experience; they found themes that included emotional upheaval 
on the part of the staff (such as worry about ‘getting it right’) and confusion 
and pain on the part of the clients (even though the techniques used were 
stated to be ‘non-pain compliance approach to physical intervention’).  They 
recommended measures to debrief clients and help them understand why 
the restraint happened and, for staff, a need for skills in self regulation and 
self awareness.  Sequiera & Halstead (2001) interviewed five women with 
learning disabilities about their experience of the emergency procedures 
(which also included rapid tranquilisation with sedative medication).  The 
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women gave accounts of their emotional experience of pain anger and 
resentment that were rich, and suitable for qualitative analysis.  There are 
very few studies that are based on the discourse of people with learning 
disabilities; in this regard these three studies provide encouragement. 
 
Further research 
 
The quantitative research reviewed above demonstrates the prevalence of 
the practices of restraint and seclusion in a number of psychiatric settings.  
The qualitative studies use phenomenological and grounded theory 
methodologies to describe the experience and impact of the practices; 
these are overwhelmingly negative for both staff and patients.  There are a 
number of parallel lines of enquiry that could be addressed that look at 
experience in different settings for specific populations and services.  
However it seems unlikely that this will answer questions concerned with 
understanding how this unsatisfactory situation is maintained and what 
opportunities there might be for change.   
 
Several studies commented on the culture within institutions and how 
restraint and seclusion become part of institutional practices, and several 
reported the language and terminology used within these settings to 
describe action and attitude; however, this language has not been 
investigated systematically.  If institutions are powerful repositories of 
discursive practices (Alty & Mason 1984; Morrall 1998) then the 
Foucauldian analysis they advocate, the attention to the power of language 
and its effects, will aid the understanding of how this situation is 
perpetuated.  It is perhaps naïve to expect that one day there will be no 
need for physical intervention to deal with violence in inpatient settings; yet 
it is hoped that better understanding of interactions of power, language and 
culture will encourage a move in this direction. 
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Early Intervention and Information Use by Mental Health Social 
Workers – Issues for Information Literacy in Practice 
 
Jenny Morgan* and Carolynn Rankin 
 
Abstract 
 
Previous research into the use of information by social care workers has 
revealed low levels of information usage due to factors such as lack of time, 
high case loads and a history of limited information use. This study 
examines the role and level/types of information used by mental health 
social workers in Leeds and Wakefield with particular relation to the early 
intervention approach in psychosis.  
 
A postal questionnaire was sent to mental health social workers in social 
services departments in Wakefield and Leeds to determine awareness of 
the early intervention approach, information use and attitudes towards 
mental health promotion and information literacy training. The results 
indicate a high level of awareness of mental health promotion, the early 
intervention approach and the importance of information as a support tool 
within this approach. However awareness is restricted by limited access to 
information sources due to time constraints, poor information and 
communication technology provision, and a lack of information culture in 
the parent organisations. The conclusions identify further areas for study 
and make recommendations for improving information literacy training in 
this professional area. 
  
Key words Mental Health, Information needs, Early Intervention, Social 
Workers, Information literacy, Questionnaire survey. 
 
Introduction 
 
In recent years there has been a fundamental change in the role of 
information and the way it is used in working practice. These changes have 
been reflected within social care, and can be seen in the development of 
online resources, and the creation of electronic libraries such as the 
national electronic library for social care (NeLSC). In turn, these changes 
have influenced service provision on a more practical and user focused 
level, through the development of schemes such as prescription books 
(Wales Mental Health in Primary Care 2006), an idea developed in Cardiff 
in 2003 by which GPs and mental health professionals are provided with a 
list of self-help books relating to mental health that can be “prescribed” to 
service users. The original scheme resulted in 1600 book prescriptions in 
the first six months (Wales Mental Health in Primary Care 2006).  Books for 
the scheme are managed by the local public library. The scheme has now 
been implemented by a number of authorities in the UK. It can be argued 
that information is viewed as something that is desired and considered a 
valuable asset in the work place. Social care workers now have access to 
far greater amounts of information to inform their working practice.   
 
This research examined issues relating to these changes by looking at the 
centrality and importance of information in mental health practice. The use 
and sourcing of information by mental health social workers in relation to 
the early intervention approach to psychosis was chosen as the context for 
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the research. This decision was based upon the central role information 
can play within this approach. Early intervention is an approach to the 
treatment and support of individuals with mental health psychosis, and is 
based upon the principle that the earlier the intervention occurs in the first 
onset of psychosis the better the long-term prognosis for the individual. A 
basic principle underpinning the theory and practice behind early 
intervention is the use of information to help inform the client, social worker, 
and family members or carers. Emphasis is also placed on mental health 
promotion and, with the patient’s consent, the inclusion of all those 
concerned in the treatment process. 
 
The Use of Information by Mental Health Social Care 
Professionals 
 
Central to this research project were issues regarding the sourcing and 
evaluation of information by mental health professionals. Previous research 
has shown that social care workers read a limited amount of literature 
(Streatfield 1991, Sinclair and Jacobs 1994, Sheldon 1998, Preston-Shoot 
2002). Research in the 1980s (Wilson 1980, Wilson 1985) highlighted the 
emphasis social workers placed upon verbal communication and 
discussions with colleagues. Researchers again identified this emphasis 
nearly two decades later (Sheldon 1998, Booth et al 2003). Preston-Shoot 
(2002) and Booth et al (2003) believe that this failure to carry out any 
formal or informal research and literature searches stems from a culture in 
which little or no emphasis is placed on research, knowledge building or 
information skills. Sheldon (1998 p.17) states that social workers “inhabit 
work places which favour action over reflection”. Trinder (2000) notes that 
only a limited amount of research work is undertaken on the Diploma in 
Social Work.   
 
Attempts have been made to develop a more evidenced-based/ information 
and research based culture within social care. Booth et al (2003) note the 
creation of the Training Organisation for the Personal Social Services 
(TOPSS); Downey (2001) also highlights the redevelopment of social work 
training, the development of the Social Care Institute for Excellence, and 
the introduction of the compulsory membership of a professional body. The 
General Social Care Council (GSCC) can also be seen as a move to create 
a greater emphasis on research based practice and, as Preston-Shoot 
(2002) states, personal and professional development. Research also 
shows high workloads and lack of time as a compounding factor for the 
development of a non-literary/research culture amongst social care 
practitioners. Osmand and O’Connor (2004) also argue that changes need 
to be made by researchers when researching social work and social work 
practice. They state that the informal and “unscientific” way in which social 
workers communicate their experience and practice does not mean that 
they are failing to use information and experience to underpin their practice. 
Despite these changes, and attempts to address the lack of information 
use, gaps in practice still exist. Research has identified training as the 
primary means by which this lack of information use can be addressed. 
(Streatfield 1991, Sheldon 1998, Preston-shoot 2002, Booth et al 2003)  
 
Early Intervention in Psychosis 
 
Early intervention can be defined as: 
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“Deciding if a psychotic disorder has commenced and then 
offering effective treatment at the earliest possible point and 
secondly ensuring that intervention constitutes best practice 
for this phase of illness, and is not just the translation of 
standard treatments developed for the later stages and more 
persistently ill subgroups of the disorder”  (McGorry et al. 1996 
p.305) 
 
Early intervention aims to engage with individuals experiencing their first 
psychotic episode as quickly as possible, reducing the delay between onset 
of symptoms and first treatment referred to as Duration of Untreated 
Psychosis (DUP). This approach is based on the belief that the longer 
individuals remain untreated the greater the chances for serious long term 
harm, (Birchwood et al 1993, 1997, 1998, McGorry et al 1996, Falloon et al 
1998). Birchwood and Macmillan (1993) refer to the first three years of the 
diagnosis as the “critical period”. They believe that treatment within this 
period can help to prevent treatment resistance and the development of the 
relapse and hospitalisation “revolving door” situation.  Research using the 
early intervention approach demonstrates an improvement in the long-term 
prognosis (Folloon and Fadden 1993, McGorry et al 1996, Johannessen 
2000).  
 
It is important to note that the early intervention approach is not without its 
critics. Some believe that it fails to consider the fact that not all people with 
prodromal symptoms will develop schizophrenia (Verdoux 2001 in Pelosi 
2003 p.196). Pelosi also argues that the approach is too exclusive, only 
working with a particular age group and for an “arbitrary critical period” 
(Pelosi 2003 p.196). He believes that resources should be channelled back 
into successful and established services. These beliefs are echoed by 
McCulloch, Glover and St John (2003) 
 
Early intervention therefore aims to engage with newly diagnosed patients 
as quickly as possible, reducing the DUP and the potentially detrimental 
effects of a delay in treatment. The aim is to engage with the patient, their 
family and social network, and provide them with clear information about 
the illness, treatment and possible outcomes. It is hoped that this will help 
to reduce the stress of the intervention and attempt to “normalise” the 
situation.  
 
Central to the early intervention approach is the provision of information. 
Research has shown that education, and keeping both the patient and their 
support network fully informed, has helped to reduce relapse and enabled 
individuals to maintain the essential aspects of their lives, (Birchwood et 
al.1993, 1997, McGorry, 1997). Birchwood and Macmillan (1993) also 
believe that part of this education and information strategy has enabled 
people to recognise the prodromal symptoms which precede a relapse. 
They refer to this as a “relapse signature” (Beechwood and Macmillan 1993 
p.376) and argue that further relapses can be minimised or avoided by 
educating the patient and their support network about these symptoms and 
informing them how to access services. The use of information and mental 
health promotion within early intervention has been used in a number of 
early intervention schemes in Britain and abroad (Falloon et al 1998, 
McGorry et al 1996, Johannessen et al 2000, IRIS project). All these 
projects have advocated the use of information and publicity to raise the 
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awareness of mental illness, its symptoms, treatment and ways of 
promoting positive mental health. 
 
The role of information in the treatment of psychosis should therefore not 
be underestimated. Jorm (2000) suggests that if information seeking by 
those with mental health problems is to be improved, then mental health 
literacy must be greatly improved. Likewise it is necessary to consider the 
information literacy skills of all those involved in the use and provision of 
services. The work by the Government, and various voluntary and statutory 
organisations, to ensure the provision of mental health information can only 
be a success if people are aware of the existence of the information and 
how to access it. 
 
Mental Health promotion in the UK 
 
Mental Health promotion is defined as actions or information, which 
“involves any action to enhance the mental well-being of individuals, 
families, organisations and communities” (Mentality and Sainsbury Centre 
for Mental Health 2003 p.2). The National Service Framework for Mental 
Health (Department of Health 1999a) identifies mental health promotion as 
one of the seven standards for mental health, stating that services need to 
“ensure health and social services promote mental health and reduce the 
discrimination and social exclusion associated with mental health problems” 
(Department of health 1999a p.14). Literature on mental health promotion 
(Stewart-Brown 1998, McCulloch and Boxer 1997, Department of Health 
1999b, Stansfield 2002, Mentality and Sainsbury Centre for Mental Health 
2003) identifies the fact that mental health is intrinsically linked to other 
aspects within our lives, such as socio-economic status, physical health, 
relationships and life experience. The work around mental health promotion 
has aimed to involve all these aspects, and can be seen as an ongoing 
issue. Promotion in Britain is seen through such events as World Mental 
Health Day and the continuing work of organisations such as Mind, 
Rethink, Mentality, and other mental health charities. There has also been 
a concerted effort to target young people and encourage them to consider 
their mental health needs, (Mind 2004, Radio One 2003). This is consistent 
with the early intervention approach and the need to raise awareness of the 
symptoms of mental illness and try to encourage people to acknowledge 
that mental health is relevant to all, not just the few. The National Institute 
for Mental Health in England, NIMHE, (2003) has also provided further 
publicity.  
 
Mental Health promotion in other countries 
 
Promotion in other countries is generally on a much larger scale, such as 
Schizophrenia Day in Norway (Johannessen 2000). Promotion in New 
Zealand and Australia has consistently worked to highlight mental health, 
both with special projects (Stacey and Turner 1998, Bennett Coggan and 
Dickinson 2002, Rowling, Martin, Walker 2002), and through modern 
electronic mediums (Morrison and Sullivan 2002). It is also worth noting the 
difference in public spending on mental health promotion in the UK and 
New Zealand, 1.44 pence and 36 pence per head respectively, (Office of 
the Deputy Prime Minister 2004).  
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A major difference between promotion in Britain and abroad is the scale on 
which the publicity is carried out and the level at which the information is 
targeted. Emphasis abroad appears to be on getting into schools and 
services and advertising the importance of mental health. In Britain 
however, although the information is available and to some extent in the 
public domain, the mechanisms for raising awareness and publicising 
services appear to be failing. Funding is obviously a major factor in this and 
it is worth highlighting that the Government’s mental health information 
strategy (Department of Health 2001) fails to address the issue of additional 
funding, nor does it place any real emphasis on the training of social care 
professionals in information literacy and the use of the electronic and 
general information resources available to them. 
 
Research methodology  
 
Information is central to early intervention. The objectives of this study were 
to examine the awareness of the early intervention approach amongst 
mental health social workers and to evaluate how information about mental 
health is accessed and used by community based mental health social 
workers. The study was limited to a local geographical area convenient to 
the researchers and carried out in two social services departments in 
Wakefield and Leeds. Formal authorisation was by given by the relevant 
departments prior to undertaking the survey.  
 
A quota sampling approach was used which allows for the selection of a 
group based on a particular characteristic, in this case mental health social 
workers. Due to the limited number of mental health social workers actually 
working in the survey area all potential respondents were included. Two 
major issues influenced the decision to use a quantitative approach in the 
form of a postal questionnaire. Firstly, time constraints experienced by the 
respondents and secondly the anonymity and confidentiality of the method. 
Sheldon (1998) identifies time constraints as the primary factor affecting the 
information needs of social care workers. Other survey methods such as 
interviews and observation were discounted due to time constraints placed 
on practitioners in the social care field and issues of ethics and 
confidentiality.  
 
The draft questionnaire was piloted by five social workers and their 
feedback enabled the final version to be refined by eliminating ambiguities 
and improving the layout. The respondents all noted that the questionnaire 
was easy to follow and that there were no questions about which they felt 
uncomfortable or unwilling to answer.  Minor alterations were made 
regarding the wording of two questions. A definition of information literacy 
was also included in question 21 in order to clarify exactly what was meant 
by this term. 
 
 The survey aimed to identify the following key areas:- 
 
• The level of Internet use and reasons for using/not using; 
• Access to and use of a library/information service (not a public 
library); 
• Use of journals, both electronic and hard copy; 
• Attitude to information literacy training and factors that may influence 
an individual undertaking training; 
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• Opinions regarding mental health promotion; 
• Awareness of the Early Intervention Approach; 
• Frequency of information use and main sources of information; 
• Awareness and use of information resources. (The majority of these 
were freely available on the internet). 
 
Following formal approval for the data gathering, contact with the 
respondents was established through the Team Leaders in Wakefield and 
the Mental Health Services Manager in Leeds. These managers are 
responsible for all the mental health social workers employed in their 
geographical area. The managers confirmed numbers of social workers in 
the various teams and identified the best mode for distribution of the 60 
questionnaires in Leeds and 33 questionnaires in Wakefield.  
 
Results of the questionnaire survey 
 
A total of 93 questionnaires were sent to social workers in Leeds and 
Wakefield. 46 completed questionnaires were returned, a high response 
rate of 49.5% for a postal questionnaire. The responses represented a 
good overall sample of the mental health social workers surveyed, with a 
variation in the time they had been qualified, and a mix of social workers 
and approved social workers.  
 
Access to the Internet 
 
The majority of the social workers surveyed (82.6 %) stated that they used 
the Internet indicating a relatively high level of Internet use. However, 
analysis of the qualitative follow on question identified a number of factors 
which impacted on the level of Internet access.  Lack of time and limited 
access to the Internet were indicated as the main factors that restricted 
Internet use:  
 
“No Internet access on our PCs” 
 
“We have no access to the Internet and no time to spend visiting 
libraries during work time, unlike our health colleagues who have 
smaller caseloads.” 
“I don’t have access via my social services system. I have to use my 
health colleagues’ PCs” 
 
“Don’t have time to use it significantly” 
 
“Could be available - too busy to sort it out” 
 
Although over 80% of the social workers had access to the Internet at work, 
a considerable number had problems with access to it. This would appear 
to substantiate the research by Blackburn (2001) and Fakhoury and Wright 
(2004). 
 
This also raises issues regarding reliable Internet access in relation to the 
community nature of the social work role within a Community Mental Health 
Team (CMHT). This highlights the impact that the dispersed nature of the 
teams may have on the ability to access a central information resource, a 
point also noted by Blackburn (2001). It can be argued that community 
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based social workers have an even greater need for comprehensive and 
reliable Internet access. It is also worth considering why the health 
professionals in the survey appear to have greater Internet access 
provision, and the role that this discrepancy in access plays in perpetuating 
the failure of social workers to regularly access current information. This 
would substantiate the belief that social workers fail to use information to 
underpin their practice. 
 
A further important aspect of this lack of access to information and 
communication technology (ICT), relates to the implications of the 
integrated mental health electronic records proposed by the Government 
and highlighted in the Mental Health Information Strategy (Department of 
Health 2001). The Government plans to introduce a 40% level of electronic 
record keeping by 2005 and 100% by 2007. This cannot be implemented 
with the current levels of ICT amongst the social workers in the study and 
will require considerable resourcing. In addition to the lack of ICT, 17.4% of 
the social workers questioned failed to use the Internet, and felt unable to 
use ICT proficiently. Questions must therefore be raised regarding the 
ability of the Government to implement these changes, without a 
comprehensive IT literacy training programme. 
 
Access to Library and Information Service  
 
Despite the fact that all of the social workers questioned had access to a 
library and information service through their work, 31.4% of the 
respondents stated that they did not, or did not know if they had access to a 
service. Although 69.6% were aware that they did have access to the 
service, the use of the service was relatively limited.  
 
Respondents were also asked about the benefits of having access to an 
information service. The fourteen social workers who were not aware of the 
library & information services available all felt that having access to such a 
service would be beneficial. Respondents already aware of the services 
were asked if they felt having access had aided their professional and 
working practice; 65.6% felt that it had, only 18.8% said that it had not.  
 
Mental Health Promotion 
 
89.1% of the respondents stated that they believed mental health 
promotion was very important, and no one stated that they felt it was fairly 
or very unimportant. This positive attitude altered when the respondents 
were asked how successful they felt mental health promotion was in Britain 
(see figure 1). 
 
“It’s all talk and no action. A few successes are mooted as success” 
 
“The Mind Out campaign was excellent, but not sustained by the 
government and then undermined by government ministers, MPs 
and the media in their choice of language.” 
 
“Media portrayal of mental health is generally negative” 
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Figure 1 
 
  
Awareness of the Early Intervention Approach 
 
A simple nominal question was asked regarding awareness of the early 
intervention approach. All of the respondents (100%) were aware of the 
early intervention approach in psychosis. Respondents were then asked to 
rank the following approaches and methods that could be used when 
working with a client with a psychosis. 
 
• Team Approach 
• Continuity of care 
• Medication 
• Providing the client with information 
• The use of information to enhance your practice 
• Alternative therapies 
• Early Intervention Teams 
• Involvement of carers and families 
• Mental Health Promotion 
 
The ranking identified the use of information and keeping the client and 
family informed as two high areas of concern with 56.5% placing “providing 
the client with information” in the top three ranking position and 65.2% 
placing “Involvement of family and carers” in the top four ranking. This 
commitment to the use and provision of information echoes the theories 
and approach advocated by early intervention. 
 
One area in which the results highlight a difference to the methods 
advocated by the early intervention approach related to the use of mental 
health promotion. The social workers in the survey indicated a highly 
In your opinion how successful is 
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positive result, identifying a strong commitment to the importance of mental 
health promotion.  However when the respondents were asked to rank the 
use of mental health promotion this commitment appeared to decline. 
Mental health promotion was ranked in the bottom three categories by over 
65% of the respondents and less than 10% of the social workers 
questioned placed this factor in the top two rankings. Although the social 
workers in the survey had a comprehensive understanding of the role and 
benefits of positive mental health promotion, they still failed to see a formal 
connection between the role they play supporting users with a psychosis 
and the implementation of a mental health promotion strategy.   
 
This apparent failure of the social workers to prioritise mental health 
promotion may result from a general belief that this is not a primary factor in 
the social work role. This is despite an acknowledgement by some 
respondents that mental health social workers have a duty to consider 
mental health promotion as part of their practice. 
 
“If we work in the professional field it is unprofessional not to 
consider mental health promotion important” 
 
Many respondents highlighted the role that the Government and mental 
health charities such as Mind should and do play in promoting mental 
health. None of the respondents identified a formal recognised role for 
health and social services, despite the clear indication in the National 
Service Framework (Department of Health 1999a). 
 
Sources of information by social workers in the study 
 
Respondents were questioned about the frequency with which they 
accessed information for themselves, for a client and for both themselves 
and a client (see figure 2). Relatively high levels of information access were 
identified.  When accessing information for self-use 37% of the respondents 
reported accessing information on a daily basis.  Accessing information for 
clients and for joint use was less frequent with just over 59% of the 
respondents accessing information 1 or 2 times a week. The fact that 
respondents identified such a high level of information seeking raises 
additional questions about the sources used to locate information.  
 
The survey looked at the sources used and 95.7% of the social workers 
identified colleagues as a key source of information, with over 56% 
indicating this as their most important source. This would appear to support 
previous research (Streatfield 1991, Sinclair and Jacobs 1994, Sheldon 
1998, Preston-Shoot 2002) and (Wilson 1980, Wilson 1985, Sheldon 1998 
and Booth et al 2003). Pamphlets from other organisations were also 
widely used, with 87% use, and journals the third most popular with 80% 
use. Textbooks and the national press were less widely used at 54% and 
39% respectively. Interestingly, the Internet was identified as a source of 
information by 67.4% of the respondents, with just under 20% identifying it 
as their most important source of information. The Internet as an 
information resource was further analysed by asking the respondents about 
their use and awareness of the range of information resources identified 
below. 
  
• National electronic Library for Health (NeLH) 
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• National electronic Library for Social Care (NeLSC) 
• Electronic journals 
• Hard copy journals 
• Be evidenced based.com 
• Voluntary sector websites e.g. Mind 
• General Social Care Council website 
• National Institute for Clinical Excellence (NICE) Website 
• Social Care Institute for Excellence (SCIE) Website 
• Training Organisation for Personal Social Services (TOPPS) 
Website 
• British Association for Social Workers (website) 
• Social Science Gateway (SOSIG) 
• Care Data 
• Campbell Collaboration 
• Email Discussion lists 
• The National Service Framework for Mental Health 
 
Figure 2 
 
 
Please note that 14 respondents were not required to answer this question. 
 
Key resources the respondents identified awareness of were hard copy 
journals, voluntary sector websites, National Institute for Clinical 
Excellence, British Association of Social Workers and the National Service 
Framework for Mental Health. However this awareness did not necessarily 
mean that the respondent had accessed the resource. The only resources 
regularly used by the respondents were hard copy journals, the national 
Service Framework for Mental Health and voluntary sector websites. The 
fact that the majority of the participants identified voluntary sector websites 
as a useful resource is interesting. This may be linked back to the 
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importance of practical information, for example information about 
diagnosis, treatment and services advocated by the early intervention 
approach. The use of information resources in this way, as a practical 
information source, would also appear to substantiate previous research 
(Sheldon 1998 and Streatfield 1991).  It would also substantiate the results 
relating to the social worker’s attitudes towards mental health promotion; 
that the role is to carry out localised information provision and promotion 
and that additional organisations carry out widespread comprehensive 
promotion. 
 
Training 
 
The participants were asked about their willingness to engage in some form 
of information literacy training. The responses to this were very positive and 
can be seen in Figure 3. 
 
Figure 3 
 
 
One respondent’s additional answer to this question again highlighted the 
issues relating to adequate Internet access. 
 
 “If we have no access to the Internet at work, what is the point?” 
 
Conclusions and recommendations for practice 
 
This study highlighted a number of important implications regarding the use 
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resource implications regarding the use of information by the social workers 
in the survey, highlighting limited access to the Internet, limited ICT 
resources, time constraints and limited awareness of the library and 
information resources already available. 
 
The research identified a high level of awareness of the early intervention 
approach. The social workers surveyed appear to have a strong 
commitment to the use of information as a central aspect within their 
professional role. However, issues can be raised regarding the 
localised nature of the mental health provision and mental health 
promotion. This is contrasted by a positive attitude towards the use of 
information, and a general interest in the development of further information 
literacy skills. The survey highlighted a strong staff commitment to 
undertaking information literacy training. Frequent comments by 
participants highlighted their frustration at knowing the information was 
available on the Internet but being unable to access it. 
 
“I know we have access to the mental health act online, but I 
don’t know how to get to it” 
 
A basic programme of information literacy training would be beneficial to all 
the social workers involved in the survey and we recommend this would 
include: 
 
• accessing and retrieving information; 
• searching techniques, including the use of Boolean operatives;  
• the identification and evaluation of information sources, including 
databases, electronic journals and peer reviewed journals; linking 
with the evaluation tool already developed by The Social Care 
Institute for Excellence (2003); 
• raising awareness of the free high quality resources available for 
practitioners on the Internet. 
 
Any information literacy training would need to coincide with 
comprehensive investment in ICT, to ensure full access to the Internet and 
other electronic resources. The Government’s commitment to integrated 
mental health electronic record keeping, and the deadline for this 
implementation in 2007, provides an ideal foundation for this. The library 
and information services currently available to social workers in the study 
require additional promotion that could be achieved during induction and 
staff development opportunities, easily achieved by providing a leaflet and 
information pack about the service. This promotion is currently in place for 
workers employed by the health service, but is not automatically available 
to social workers employed by the Local Authority who only have access to 
the NHS libraries through their multidisciplinary teams. 
 
One solution to this issue of a comprehensive information resource would 
be the development of a combined health and social care information 
resource, with a comprehensive mix of literature relevant to both 
disciplines. An opinion also supported by Rose (1999), Blackburn (2001) 
and Fakhoury and Wright (2004). Practitioners now have free access to the 
extensive resources of the National Library for Health and the Mental 
Health Specialist Library. Such electronic resources can only be used 
effectively if Internet access is readily available and the user has the 
Early Intervention and Information Use by Mental Health Social Workers
  156
 
appropriate awareness and search skills to exploit the material. A 
comprehensive information policy and the adoption of a co-ordinated 
information literacy training programme would also help highlight the 
importance of mental health promotion and enable the retrieval of accurate 
information by mental health professionals. Any far reaching programme of 
mental health promotion can only be successful if supported by 
comprehensive funding and an acknowledgement that this is not an 
additional role for social workers to adopt into their already hectic 
schedules and heavy workloads. It requires the full input of all concerned 
including the Government, service providers, mental health charities, and 
most importantly the users of the services. 
 
In this study we investigated the frequency of information use and the type 
of sources used by practitioners. There is scope for a further qualitative 
research project to examine how the information is subsequently used by 
the social workers and the impact it has on their professional practice. 
Undertaking a full information audit would enable us to examine the 
information needs of mental health social workers and a comprehensive 
evaluation of how they use the information to inform practice. Additional 
research should also be undertaken to evaluate the role and benefits of 
information literacy training among mental health social workers.  
 
* Prior to retraining as a librarian, Jenny Morgan worked for ten years in 
mental health services.
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qualitative study 
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Abstract 
 
Using a grounded theory approach, this study explored the experiences of 
eight clients who attended a group assessment group (GAG) within a UK 
adult psychotherapy service.  The aim of the GAG was to give clients a one 
off experience of group therapy to enable them to make a more informed 
decision about the suitability of analytic group therapy.  The qualitative 
analysis revealed comparison to be a key theme for 7 of the 8 clients.  
Comparison with others was experienced in terms of similarity and 
dissimilarity of problems and issues and of the behaviour of the group 
members.  These experiences related to issues such as deserving to be 
there and stigma and this influenced their decisions to opt for group work.  
Comparisons were also made between the GAG and subsequent group 
therapy.  The issue of social comparison is discussed with reference to 
previous theory and research and the implications of the study for group 
therapy and group assessment groups are explored. 
 
Introduction                                                                                                                          
 
Group psychotherapy is a well established psychological intervention but 
has been researched relatively little compared to individual therapy.  Some 
research suggests it is as effective as individual therapy (Tillitski, 1990; 
Budman et al, 1988) and at face value it is attractive in terms of potential 
efficiency and cost-effectiveness.  An important factor reducing the 
effectiveness and cost effectiveness of group therapy is inconsistent 
attendance and drop out (MacNair-Semands, 2002; Budman et al, 1988).   
Drop out during group therapy is also likely to reduce the effectiveness of 
the therapy for the group as a whole.  Uptake of group therapy and 
consistent attendance will relate to a number of factors, some of which 
predate the actual experience and progress of the group.  These include 
the appropriateness and acceptability of group work to the individual and 
attitudes and expectations of group therapy.  Budman et al (1988) found 
group therapy was less acceptable than individual therapy in a non-NHS 
setting.  They also found that following treatment, the group clients were 
significantly less likely to feel they had benefited or had the right sort of 
treatment despite similar outcomes.  More group clients dropped out of 
therapy and they reported concerns about not having enough time for 
themselves in a group.  Bowden (2002) also found an overwhelming 
preference for individual therapy (77% compared to 2.8% for groups) and 
among the specific concerns identified were that groups were less effective 
and would make them more anxious.  Dies & Dies (1993) comment that 
clients may be particularly wary about the interpersonal aspects of group 
therapy such as ‘fear of attack, embarrassment, emotional contagion or 
coercion……’ (p 87).  In a survey of 96 clinical and 110 non-clinical 
subjects, Slocum (1987) found unfavourable expectations of group work, 
such as concerns that it was unpredictable, not as effective as individual 
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therapy and that it could be detrimental.  MacNair-Semands (2002) found 
that clients with previous therapy experience reported more positive 
expectations of group work but fewer positive expectations were found with 
clients reporting greater substance misuse and more somatic symptoms.  
These negative attitudes towards group work and the risk of drop out 
emphasise the need to assess and prepare clients for group work and to 
give them an informed choice.  Bowman & De Lucia (1993) found that 
providing factual information about group therapy and exposure to a real or 
simulated group could alter expectations and lead to a more successful 
group experience for clients.  The Group Assessment Group (GAG) 
described and evaluated in this paper is a one off experience of a group 
work session.  It was introduced to improve informed choice and uptake for 
group therapy and reduce subsequent drop out.  This study aimed to 
explore the clients’ experiences of this one off group experience in order to 
identify important concerns for clients and factors that may influence the 
decision to opt for group work or not. 
 
Methods 
 
With the aim of gaining an understanding of the experiences and personal 
meaning systems of clients who were considering ongoing group therapy, a 
qualitative methodology was selected as being most appropriate for an 
initial exploratory study of this sort (Murphy, Dingwall, Greatbatch, Parker & 
Watson, 1998).  Initial research aims were to gain a greater understanding 
of the concerns and expectations of prospective group therapy participants, 
particularly as they related to their decision about the suitability and 
acceptability of group work, together with an initial evaluation of the 
effectiveness of GAGs in addressing their concerns.   In line with a flexible 
(as opposed to a pre-specified and fixed) approach to research design, 
more specific research questions were developed in the course of the 
grounded theory procedures used.  These were based on emerging themes 
(Glaser, 1978; Charmaz, 2003). 
 
All 40 clients who had attended a GAG in the previous nine months were 
written to and asked if they would be interested in participating in a 
research interview. Eighteen replied; of these, two declined and 16 
expressed an interest in being included. After receiving more detailed 
information on the study, eight research participants were then selected on 
the basis of availability and range of outcome experiences and consented 
to take part in the study. Given the diversity of outcome categories among 
those selected (see Table 1), it was considered unnecessary to extend 
recruitment to clients who had attended a GAG in the previous year. 
 
Categories of outcome for clients who attended a GAG comprise those 
who: (i) dropped out of the assessment process; (ii) went on to individual 
therapy; (iii) went on to group therapy and remained in the group at the time 
of the study; (iv) went on to a different type of group (such as an anxiety 
management group); (v) went on to group therapy and had a planned 
discharge; and (vi) went on to group therapy and dropped out of the group. 
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Table 1 Outcomes for the clients invited for interview, 
expressing an interest and the final sample 
 
  Invited to 
interview 
Expressed 
an interest 
in being 
interviewed 
Interviewed 
1 Dropped out of the 
assessment process 
 
14 5 1 (Sarah) 
2 Went into individual 
therapy 
 
5 2 2 (Daniel, 
Eve) 
3 Went into group therapy 
and remain in that group 
 
9 3 2 (Peter, 
Rhys) 
4 Went into different group 
(i.e. Anxiety 
Management) 
 
1 0 0 
5 Went into group therapy 
and planned discharge 
 
2 1 1 (Elly) 
6 Went into group therapy 
and dropped out of the 
group 
 
9 5 2 (Yvonne, 
Lee) 
 TOTAL 40 16 8 
 
 
* pseudonyms are used throughout this paper. 
 
Table 1 shows the number of clients in each of these categories for the 40 
clients who attended one of the GAGs in the previous nine months, the 16 
who expressed an interest being interviewed about their experience of the 
GAG, and the eight in the final sample.  The table therefore illustrates the 
representativeness of the final sample.  Of the eight clients interviewed, 
three subsequently attended group therapy without dropping out (one 
remained in group therapy at the time of the study and one had been 
discharged); two subsequently attended group therapy but later dropped 
out (one after 7 sessions, the other after 3); two subsequently opted for 
individual therapy (specifically bereavement therapy in one case); and one 
was positive about attending a group but dropped out of the service before 
commencing therapy (however, this client was later re-referred to the 
service).  This was the only client who dropped out of the assessment 
process (see table 1) and agreed to be interviewed so this group is under 
represented. 
 
Individual in-depth interviews lasting up to one hour were conducted with 
the participants.  A semi-structured approach was used (Smith, 1995) as it 
has the advantage of relative informality in broaching potentially sensitive 
issues, while retaining an underlying focus on the topics of interest for the 
research.  The areas covered in the interviews were: the clients’ concerns 
and expectations of the GAG and group therapy in general; their 
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experience of the GAG and its influence on their decision about opting for 
group therapy; and their suggested ways of improving the service.  These 
topics reflected issues raised by the team providing the service, with the 
overall aim of improving future clients’ experience of the GAG in a way that 
enhanced informed choice and reduced subsequent drop out from group 
therapy. 
 
Verbatim transcriptions of all interviews were analysed for their thematic 
content using NVivo software (Richards, 2002; Gibbs, 2001).  The codes 
and broader categories developed from this process were refined through 
systematic comparison within and between cases to achieve ‘goodness of 
fit’ and their properties were defined, following the principles of grounded 
theory (Glaser & Strauss, 1967; Glaser, 1978) and subsequent 
constructionist interpretations of it (for example, Pidgeon, 1996; Charmaz, 
2003).  While it is a misconception that a qualitative software package 
(such as NVivo) itself carries out any of the analysis (Crowley, Harré & 
Tagg 2002), the NVivo package chosen nevertheless facilitates the 
systematic application of key procedures that underpin grounded theory, 
such as analytic memo-making and retrieval, and the process of constant 
comparison.  Team involvement in the process of interpretation typified the 
analysis at key stages, for example in processes such as ‘coding on’. 
 
Like Charmaz (2003), and in contrast to Glaser (1992), we assume that our 
analyses of our participants’ meanings are interpretations from our own 
particular viewpoints and cultural repertoires.  In the interest of 
methodological transparency (Yardley, 2000) we note that the research 
project’s members drew on a range of theoretical and clinical influences.  
There were two therapists facilitating the GAGs, one (TA) was trained in 
group analysis, the other in individual psychodynamic psychotherapy. The 
researchers’ primary theoretical orientations included cognitive behavioural 
therapy (ML) and integrative therapy (CC).  PH conducted the interviews, 
and NVivo analysis was carried out by PH and RN, both experienced 
research assistants with psychology degrees and postgraduate training in 
qualitative research. 
 
Service setting 
 
The Group Assessment Group (GAG) has been a feature of the Specialist 
Psychotherapy Service in Horbury, Wakefield, UK, part of the South West 
Yorkshire Mental Health NHS Trust, since February 1998.  The Specialist 
Psychotherapy Service is part of a wider Adult Psychological Therapies 
Service and provides therapy using a psychodynamic model. The team 
consists of individual therapists, an art therapist and a group therapist, and 
it is within this service’s setting, an NHS health centre, that the Group 
Assessment Groups are held.  The wider Adult Psychological Therapies 
Service is made up of a range of therapists, including psychologists, 
counsellors, and other therapists such as cognitive behaviour therapists, 
and offers a range of individual and group therapy. 
 
The GAG provides an assessment of clients’ suitability for analytic group 
therapy via an actual group experience.  It provides the opportunity for both 
the client and the group facilitators to assess the suitability and 
acceptability of a psychoanalytic group.  Clients referred to the GAG have 
been previously assessed on a one-to-one basis within the Psychotherapy 
Team or the Adult Psychological Therapies Service and may have received 
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individual therapy within this service.  If they are deemed possibly suitable 
for analytic group work and after discussion with the client, they are 
referred to the group assessment group.  The client is then seen by one of 
the team, usually for one to three individual assessment sessions and, if 
agreed, allocated a place in the next GAG. 
 
Figures were available for the number of clients invited to attend the GAG 
from 1999 and the numbers actually attending from 2001:  1999 – 29 
invited; 2000 – 20 invited; 2001 – 53 invited (39 attended); 2002 – 58 
invited (39 attended); 2003 – 61 invited (38 attended). 
 
Findings 
 
The clients were broadly asked about their experiences of the group 
assessment group in terms of their expectations, concerns, experience in 
the group and the impact on their decision about the suitability of group 
therapy.  A number of key themes were identified from the grounded theory 
analysis of interview transcripts including: decisions about therapy, 
concerns, resolution of concerns, expectations, experience of the group, 
comparison and suggestions/recommendations/comments.  Despite not 
being asked about comparisons, seven of the eight respondents talked in 
some detail about comparing themselves with other people in the group.  
This suggests that comparing self with others in the GAG was very 
important to the respondents interviewed for this study.  The broad theme 
of comparisons is the focus of this report.  Within the theme of comparisons 
the following sub-themes were identified  
 
Comparing problems and issues 
 
Many respondents compared their own problems and issues with those of 
other GAG members.  Their comparisons focused on both similarities and 
differences. 
 
Similarities.  Most respondents talked about identifying very positively with 
other group members who had similar problems.  As Yvonne puts it: 
 
“There was me and another guy who were like, it was like 
looking into a mirror.  He had exactly the same problems that I 
had with family and stuff and we kind of took over the show.” 
 
Elly, Eve, Lee and Yvonne all talked about how meeting group members 
with similar problems to their’s reassured them and helped them to realise 
that they were not alone in their suffering, or in having problems.  In 
addition, it was reassuring if people with similar problems had made some 
progress, because it demonstrated that there was, as Elly puts it, ‘light at 
the end of the tunnel’; she says: 
 
“I think in listening to the other two people, I found that their 
experiences were similar to mine.  So it was reassuring, in a 
way, to feel that you weren’t the only person experiencing 
those kinds of things.” 
 
And Yvonne explains: 
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“I’ve felt so lonely and nobody understands, nobody knows what 
I am going through.  And yet this individual knew exactly what I 
was going through, because his experience had been exactly 
the same.” 
 
Yvonne talked in some depth about how comparing herself to other group 
members had the positive effect of normalising mental illness: 
 
“I have a thing about people that have mental illnesses, 
problems, whatever that might be… walk around and look 
different and act differently to everybody else.  That 
assessment group, just by walking into the room, was like, 
bloody hell these people are normal, and that made me feel 
like, oh I must be normal then, and it was kind of an impact 
straight away. [It was] really liberating, these people held down 
normal jobs, they did normal things, they went to the pub with 
their mates, just as I do, even though I felt as though I was 
something different. And it was just so comforting to know that 
I’m not different and I am as - and I look as – normal, and act 
as normal, as normal people.  And that was absolutely 
incredible.” 
 
The stigma surrounding mental illness is highlighted by a number of the 
participants, as Daniel’s story about his casual use of the term ‘nut’ in the 
assessment group illustrates: 
 
“Okay, one guy… okay, pretty much most of my life everybody 
I’ve ever known has called me a nut, so I’ve kind of got used to 
that expression, and it’s - I don’t consider that offensive 
because I mean I can see that yes, maybe they, maybe they do 
have a point.  I was talking to one guy and called him a nut, 
purely because it was a term of endearment rather than, and he 
completely, like, flipped.  I’d made some comment because he 
was saying ‘I’ve not told any of me family, I’ve not told any of 
me [mates at?] work’ and it was like, get real.” 
 
Peter recounts: 
 
“There was another person there who seemed to have the 
attitude, or said, ‘Well, basically I’m here because I’m mad.  I 
must be because everybody tells me I am, you know, my 
friends tell me I am and the doctors tell me I am.’  So against 
that sort of thing I felt, I suppose, relatively normal in a way and 
that helped me just, sort of, push away a little bit at my own 
nervousness I think.” 
 
Following the GAG, three of the eight respondents (Sarah, Daniel and Eve) 
declined the offer of group therapy.  It appears that the process of 
comparison, and issues of difference and similarity, respectively, may have 
played a part in their decisions to turn down the option of joining a therapy 
group.  Eve explained that she was under the impression that the group 
would be a bereavement group; however it was not, and she reflects ‘Why 
did I come to a group when not one of them [was] about death?’  Because 
Eve’s issues differed significantly from those of other group members, she 
did not fully relate to anyone.  On the other hand, Sarah was quite 
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concerned that sharing her experiences and listening to other people’s 
problems could cause her to lose control of her feelings.  As a coping 
strategy, she distanced herself somewhat from both her feelings and from 
the others in the group: 
 
“Yes, I was worried that things would be triggered for me and 
that I might get into a situation that I couldn’t control.  And I did 
find it very difficult to keep control of myself within the group 
and which ended up with me withdrawing, blanking off.  So, for 
part of the time […] psychologically I was concentrating on not 
getting too far drawn into what I was feeling.” 
 
Thus, in Sarah’s case, it appears that the process of comparison led to 
positive identification with others, which in turn caused concerns that she 
could stay in control of her feelings within the group session. 
 
Rhys was the only participant who did not talk about how he compared 
himself to other group members.  He talked in a lot of detail about the role 
of the facilitators and the overall atmosphere and environment of the group. 
 
Differences.  Although Peter felt comfort in seeing others in situations 
worse than his, he acknowledged that he also felt ‘under false pretences in 
some respect and not really suffering in the same way’.  Yvonne, Eve and 
Peter all talked about the negative impact of comparing one’s own issues 
to others.  Yvonne and Peter talked about how hearing problems more 
serious than their own made them feel less deserving to be in the group.  
Yvonne describes this: 
 
“I think one of the things that was kind of not so good - I 
wouldn’t say it was a weakness, but not so good - was the fact 
that you end up comparing yourself with other people.  You 
know, like somebody that talked about being … abused as a 
child, and you kind of look at your own things and you think, 
well actually, what am I doing here… because my problems 
aren’t half as serious as that, but to me they’re as important as 
that.  So I think that’s the down side, you do end up comparing 
yourself with other people’s problems and think, mine aren’t 
really that serious. But that’s a good thing, because it puts them 
into perspective a little bit as well.” 
 
Eve, on the other hand, worried that the complex issues she brought to the 
group might contribute to making other group members feel that their 
problems were not serious compared to hers, thereby making them less 
worthy of being in the group: 
 
“I think he was thinking… good God, my problem’s nothing… 
but it is.  It doesn’t matter what your problem is, whether it’s little 
or not.” 
 
Peter talked about how he got some comfort from seeing other people in 
worse situations than himself: 
 
“So I didn’t really know how I kind of fitted in with them or 
compared in any way […]  But I, I suppose, in a kind of 
competitive way, I sort of got some comfort, almost, from 
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thinking that were a few other people there that were actually 
probably in a much worse situation than me.  So in some 
ways it kind of made me feel a little bit more comfortable with 
myself that, you know, some people seemed to be struggling 
a lot more than I was. So at some point I did find it became 
easier to actually talk to the group.” 
 
Comparing behaviour in the group 
 
Some respondents drew comparisons (both positive and negative) 
between their own actions in the group with those of others.  For 
example, whereas others were reticent and possibly daunted at the 
prospect of having their say in a group, Peter felt more at ease: 
 
“A couple of people in particular had really said nothing … and 
I remember one being asked by the therapist if she’d like to 
speak, and said ‘No, no I don’t feel comfortable’ and chose not 
to speak through the entire session. 
 
There was quite a difficult silence and I actually broke that and 
just talked very briefly about how I felt sort of coming to the 
group and why I came to the group and basically very briefly 
what sort of problems I was experiencing.  But I mean that’s 
not normally me to be sort of first out of the hat […] but looking 
round, a few of the people did seem to be in real difficulty and I 
really thought that they’re not going to speak, you know, in a 
million years really, and this could go on all night.  I suppose I 
felt a little bit more comfortable about doing it.  I mean, it 
seemed like somebody had to do it.” 
 
In contrast, for those who remained quieter, comparing their own levels of 
participation with others’ could have a negative effect.  Such comparisons 
could make the less vocal members of the group feel rather self-conscious 
and withdraw into the background resulting in them not getting as much 
from the group interaction as the more talkative members.  Sarah explains: 
 
“I was very nervous and for a large part of the group I was very 
quiet and lacked confidence to say anything [...] I think it was 
maybe, for me, too large, too many people in the room. […]  
Well mainly it was dominated by, as I remember, two people.” 
 
Although Yvonne felt confident about talking in a group, she was concerned 
about dominating it: 
 
“I mean I’m quite good at talking anyway because of the nature 
of my job, so I could talk in front of a group of people for, you 
know, long enough and I felt sometimes that I spoke too much.  
And even though I tried to include other people into it, I still felt 
as though I spoke too much… I felt conscious that other people 
weren’t having the opportunity to speak and at times Tony kind 
of intervened and said, ‘Oh, what have you got to say about it?’ 
or ‘Why are you here?’.” 
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And while Lee viewed himself as being quite shy in a group, he saw the 
GAG and subsequent group therapy as an opportunity for him to try to 
overcome his shyness: 
 
“Again you could still see from that, even though the group had 
basically been quite good there were still 2 or 3 people who 
didn’t speak, they just wouldn’t open their mouths.  So that 
opened your eyes.  I mean I always perceived myself as being 
quite shy, initially, when meeting people, first two or three 
meetings I am quite shy.  On a one-to-one basis I’m okay, but in 
a group then that bothers me and that was one of the reasons I 
wanted to come to a group therapy, to try and resolve that for 
myself.” 
 
Comparing different types of treatment 
 
As well as comparing themselves with others, Lee, Peter, Yvonne and Eve 
also compared group therapy to other types of treatment.  Of particular 
interest to the aims of the study were comparisons between the GAG and 
subsequent group therapy.  Lee compares the GAG experience to the 
subsequent ongoing group experience: 
 
“[In the GAG] everybody knew that nobody had discussed 
their problems in that room before.  So I thought that we 
were all on a level playing field, if you like.  None of us 
knew what to expect, none of knew anything about each 
other.  Whereas when I actually went into the group, they’d 
met before, obviously I was the new boy.” 
 
Lee found it difficult joining a group of strangers who had already 
bonded together as a group and consequently decided to leave group 
therapy. 
 
Reflection on analysis 
 
The importance of reflexivity in qualitative research has been 
acknowledged (e.g. Alvesson & Sköldberg, 2000; Finlay and Gough, 
2003).  Pidgeon and Henwood (1997) recommend research using 
grounded theory includes documentation and acknowledgement of 
factors such as the researchers’ assumptions, values, sampling 
decisions and analytic technique. As already noted, contributors to 
this research came from a range of backgrounds and perspectives 
and we assume that our analyses of our participants' meanings are 
interpretations from our own particular viewpoints and cultural 
repertoires. 
 
The original idea for the research came from the psychotherapy team 
providing the GAGs.  However it was not conceived as practitioner 
research: only one of the clinicians (TA) was involved in the research 
subsequently (as a co-author who was not involved in interviewing 
the participants or analysing transcripts).   
 
PH, as research assistant, conducted all the interviews and had 
coded two when she moved to another post. She notes that in 
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general the clients often describe experiences that touched on their 
core psychological issues, as can be seen from the emerging themes. 
She also reflects that she may have tended to assume some 
meanings during the interviews and so empathise with comments 
(reflecting her clinical perspective) rather than seeking further 
clarifications that would then be available for the analysis.  RN then 
joined the project as research assistant. PH had left detailed notes on 
her coding; nevertheless, as a form of analytic triangulation RN began 
by coding afresh the two interviews already coded by PH.   The team 
found that similar themes were emerging, and PH and RN met to 
facilitate a joint understanding.  As analysis of the interviews 
progressed, changes in coding were made in response to new 
themes emerging from the transcripts.  Whenever ambiguous 
meanings were encountered ML and CC joined in the analytic 
process to consider the implications. NVivo allows detailed 
descriptions of what is indicated by each code and good use was 
made of this. 
 
In reflecting on how our respective backgrounds will undoubtedly 
have shaped our interpretative process in the analysis, we note that 
four of the five co-authors have backgrounds in psychology in which 
the psychodynamic perspective does not feature strongly, and only 
one (TA) has a psychodynamic background. Had the research project 
been conducted as practitioner research by the (psychodynamic) 
clinical team, for example, might it have lead to a thematic analysis 
centred perhaps on the notion of a defensive self, rather than the 
more social psychological issue of comparison that emerged from our 
findings?  Although we did not set out to examine the GAG 
participants' experiences in the light of their use of comparison, this 
finding is nevertheless consistent with the interpretative repertoires of 
those involved in the analysis. 
 
Discussion 
 
This study suggests that when clients enter a group therapy situation 
for the first time, a major preoccupation is one of comparison with 
other members of the group in terms of similarity and dissimilarity of 
problems and their performance compared to the others.  This then 
appears to influence issues of deserving to be there, concern about 
adversely affecting other group members and adverse effects on 
themselves, stigma and normalisation.  These in turn affect decisions 
to opt for group work.  We did not set out to explore comparisons; 
however this was an important theme for seven of the eight clients.  
There were comparisons and concerns about speaking too much or 
too little and concerns about upsetting others in the group.   There 
were also concerns that their problems were less severe than some 
others, which raised questions about deserving to be in the group 
(Peter and Yvonne).  In contrast, there were worries that their 
complex issues may contribute to making other group members feel 
that their own problems were not serious enough to be worthy of 
being in the group (Eve).  Experiencing similarity between their 
problems and those of other group members was a positive 
experience for three of the clients (Elly, Lee and Yvonne), all three of 
whom chose to begin group work (although two dropped out after 3 
and 7 sessions respectively). Although Eve did not have this 
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experience of similarity in problems, she clearly stated she was 
looking for a group with people with similar (bereavement) problems 
to her own and the absence of this led her to decide the group 
therapy on offer was not appropriate.  The experience of similarity 
appears to have contributed to normalising their problems and 
reducing the stigma they associated with their problems.  Although 
similarity with other peoples’ problems may seem a wholly positive 
experience, it may also be difficult for some clients.  For example, 
Sarah appeared worried about sharing her experiences and listening 
to other people who had had similar experiences because it may 
trigger flashbacks for her of her own past traumatic experiences.  As 
a result she withdrew and cut herself off from the group and 
concluded group therapy was not for her. 
 
This study suggests a group assessment group may indeed help 
clients to decide on the appropriateness of group work for them and 
will therefore pre-empt their drop out from the group therapy itself.  
However, we do not have data on drop out rates prior to the 
introduction of the GAG, so this cannot be validated.  It could also be 
argued that some clients may be put off group work because of the 
particular make up of the GAG they attended, whilst another group 
may have given a more positive experience of similarity.    It should 
be noted that some clients will drop out at an early stage of group 
therapy and others at a much later stage.  Different factors are likely 
to affect drop out at these different stages and a GAG may only 
influence earlier drop out. 
 
It is not surprising that comparison turned out to be the main issue for 
the group participants given previous research.  However, in the spirit 
of grounded theory we avoided engaging with pre-existing theory at 
the outset of the study.  Given the importance of comparison as the 
main theme, it is useful to consider the existing literature on concepts 
related to similarity.  In their studies and writings on social 
comparisons in groups, Newcomb (1943) and Sherif (1966) both 
argue that individuals evaluate their attitudes by comparing 
themselves to other members of their group.  This also applies to a 
reliance on a reference group to estimate one’s social standing, or 
status (Hyman, 1960). Festinger (1954) agued that individuals have a 
fundamental need to compare themselves with others in order to 
evaluate and improve their own adequacy and beliefs and Schachter 
(1959) suggested individuals seek out others so they can determine 
whether their views are “correct” or “valid”. In the group analytic 
literature the concept of universality is thought by Yalom (1975) to be 
one of eleven therapeutic factors in group psychotherapy.  This is the 
realisation that the individual has something in common with others. 
 
The effect on the individuals of their experience of comparisons within 
groups is likely to be complex and there is little research in this area.  
There is evidence that when group members compare themselves 
with others who are experiencing greater problems or failing to cope 
so well, self esteem may increase (Gibbons & Gerrard, 1989; Wood, 
Taylor, & Lichtman, 1985) and when they compare themselves with 
those coping effectively with their problems this helps them improve 
their situation and promotes hope (Buunk, 1995).  However, Wheeler 
and Miyake (1992) found students felt more depressed and 
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discouraged when they compared themselves with people they 
considered superior.  In a study of cancer support groups, Taylor, 
Falke, Shopshaw, and Lichtman (1986) suggest that the presence of 
individuals coping very well in support groups can make others feel 
their own coping is inadequate.  There is evidence that individuals 
with emotional problems tend to interpret events in a way that 
reinforces their negative beliefs (e.g. Brewin, 1996) and such 
processes may operate in the interpretation of comparisons within 
group therapy. 
 
The clients’ views on comparison of the different types of treatment 
highlighted important differences between a group assessment group 
and subsequent group therapy.  A key assumption behind the use of 
the group assessment group is that it gives clients a one off 
experience of a group from which they can make a more informed 
choice about ongoing group therapy.  However, this study highlighted 
the difference between the one off experience of the GAG when they 
were all new to the group (a ‘level playing field’) and where the group 
can bond to some extent and the subsequent group therapy when 
they were joining an existing group.  This contributed to dropping out 
of group therapy for one of the clients. 
 
This study highlights some key general issues for clients in a one off 
assessment group, particularly social comparison, but also shows 
how individuals can vary in the meaning and the impact of their 
experience.  The study suggests a group assessment group can help 
clients decide on the suitability of group work for them.  It may help if 
therapists clarify the differences between the one off group 
experience and subsequent group work, so clients’ expectations are 
realistic and they are not actually misled by their experience of an 
assessment group. 
 
Finally, despite the confirmation that experiences within the GAG 
influenced decisions to opt for group work, it is not possible to 
determine the extent to which the introduction of the GAG to the 
service had an affect on uptake and drop out from group work 
because data was not available from before the introduction of the 
GAG.  We suggest further studies should investigate the effect of 
developments such as group assessment groups and client 
preparation and information on uptake, drop out and satisfaction with 
group therapy. 
 
Informed consent and confidentiality 
 
Ethical approval was obtained for this study and informed consent 
was obtained from participants for their comments to be reported 
anonymously. Pseudonyms are used in this paper to ensure 
confidentiality. 
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What’s in a name? 
Alternatives to “Learning Disability”  
 
Simon Whitaker 
 
Abstract 
 
The term learning disability is currently used in the UK to describe people 
who require a service due to a low intellectual ability. It is argued that the 
term is demeaning, confusing and, as currently defined, fails to describe the 
group of people to whom it is currently applied. It is suggested that a better 
term for researchers to use would be intellectual disability; however, we 
should avoid labelling individual services users at all. 
 
Keywords: Learning Disability, Definitions, Labelling 
 
Introduction 
 
At a recent conference a service user challenged the speaker for using the 
term “Learning Disability”, suggesting that it was an unpleasant term that 
the speaker would not like to apply to his children. It seemed that, for this 
service user at least, the label learning disability had acquired negative 
connotations. This may well be inevitable as it is just the latest term in a 
number that have been used over the years; previous ones have often 
been abandoned for being too demeaning. The most dramatic examples 
are “moron”, “imbecile” and “idiot”, technical terms used in the early part of 
the last century now used as words of abuse. The problem is that whatever 
name we use implies low intelligence, something that is looked down upon 
in current society. In addition to being demeaning, there are other concerns 
with the term that become apparent when one considers how it is currently 
defined.  
 
Definition 
 
The White Paper Valuing People (Department of Health 2001), which sets 
out the Government’s vision for services for people with a learning 
disability, defines it as follows:  
 
“1.5 Learning disability includes the presence of: 
• A significant reduced ability to understand new or 
complex information, to learn new skills (impaired 
intelligence), with; 
• A reduced ability to cope independently (impaired 
social functioning);  
• Which started before adulthood, with lasting effect on 
development.”  
(Valuing People 2001, Page 14). 
 
It then goes on to clarify this:  
 
“1.6 This definition encompasses people with a broad range of 
disabilities. The presence of a low intelligence quotient, for 
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example an IQ below 70, is not, of itself, a sufficient reason for 
deciding whether an individual should be provided with 
additional health and social care support. An assessment of 
social functioning and community skills should also be taken 
into account when determining need.” (Department of Health, 
Valuing People 2001, Pages 14 -15).  
 
Therefore, for a person to have a learning disability they must have an 
IQ<70 and additional deficits in adaptive behaviour. This leads to a number 
of problems with regard to how the term is understood and the extent to 
which we are able to identify these people with a learning disability.   
Some Problems with the Definition 
Learning disability is a confusing term 
 
From the above definition it is clear that what people with learning 
disabilities have in common is a low intellectual ability, suggested to be an 
IQ<70. The definition therefore does not include people who have specific 
learning or intellectual problems such as dyslexia, or Attention Deficit 
Hyperactive Disorder (ADHD), unless the person has also got an IQ below 
70. This is the source of a significant degree of confusion. In the United 
States as well as other countries, the term learning disability refers 
exclusively to specific learning problems such as dyslexia together with an 
IQ greater than 70. The most common internationally used term for people 
who have IQ<70 is “mental retardation”.  This means that if, for example, a 
researcher in the UK wanted to look at the literature on, say, schooling for 
people with learning disabilities and typed the key words “learning 
disabilities” and “schooling” into a search engine they would get back 
papers on the education of children with specific learning disabilities. 
Papers written in the UK using the term “learning disability” will only be 
picked up by researchers in the US who are interested in specific learning 
disabilities and so may not be read by the people who need to read them. 
This confusion not only applies to researchers but also to other service 
providers who may feel that learning disability services are for people with 
specific learning disability and make inappropriate referrals.  
 
We cannot measure IQ with sufficient accuracy 
 
Although the above definition of learning disabilities does not give clear 
guidance as to how impaired social functioning should be, it does suggest 
that the IQ should be below 70. However, Whitaker (2003) has pointed to a 
number of reasons why IQ cannot be measured with sufficient accuracy for 
it to be used as a defining criterion for a learning disability. First, even the 
most well standardised tests of intelligence do not measure intelligence to 
within one IQ point. The commonly used Wechsler assessments only 
measure to an accuracy of between 4 and 6 IQ points. According to the 
WAIS-III manual (Wechsler 1997), it is not until a client scores an IQ of 64 
or below that one can be 95% certain that they have an IQ below 70, and it 
is not until they score an IQ of 74 or above that one can be 95% certain that 
they have an IQ of 70 or above. Therefore, people in the IQ range 65 to 73 
are in an ambiguous learning disability range, which, if we assume that IQs 
as low as 65 are normally distributed with a mean of 100 and a standard 
deviation of 15, is about 3% of the population as a whole. However, even if 
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we take into account that there are more people with IQs below 65 than 
would be predicted by this normal distribution (c.f. Whitaker 2005), there 
would only be 0.5% of the population with IQ<65. Therefore only 0.5% of 
the population would have a clear learning disability, one-sixth of the 
number who have an ambiguous learning disability.   
 
Second, the IQ of the population as a whole is increasing by about 3 IQ 
points a decade (Flynn 1984, 1985, 1987, 1998, 2000). Therefore tests that 
were standardised several years ago would give higher IQ than tests 
standardised today. This raises the question as to whether the criterion IQ 
level should still be 70 on a test standardised some years ago, or whether it 
should be a reduced figure which takes account of the expected increase in 
IQ that would have occurred since the test was standardised. It seems to 
me that to be consistent it should be the latter. The problem, however, is 
that we do not know exactly how many points the score on a currently used 
IQ test should be decreased by to be equivalent to an IQ of 70 on a newly 
standardised test. This adds further error and ambiguity to the assessment 
of IQ.  
 
Thirdly, there may be a major lack of consistency between different tests of 
intelligence in the lower IQ ranges. For example, a client could be found to 
have an IQ below 70 on one test and an IQ above 70 on another test. Both 
Flynn (1985) and Spitz (1986; 1989) reported the Wechsler Intelligence 
Scale for Children – Revised (WISC-R) scores 16-year-olds as having IQ 
up to 15 IQ points lower than the Wechsler Adult Intelligence Scale – 
Revised (WAIS-R), for IQs of 70 and below. It is therefore clear that either 
one or both of these tests is failing to produce an accurate measure of IQ. 
Although the revised versions of the Wechsler tests are not the latest 
standardisations, I am not aware of any empirical comparison between the 
new standardisation of these tests (the WAIS-III and WISC-IV) in this IQ 
range, and preliminary analysis of the test items suggests that the WISC-IV 
is significantly more demanding than the WAIS-III (Whitaker submitted). It 
therefore seems likely that this discrepancy still occurs. This uncertainty 
means that a measured IQ of 70 on the WAIS-III could correspond to a true 
IQ of between 75 and 55, and a measured IQ of 70 on the WISC-IV to a 
true IQ of between 85 and 66. It seems to me that this and the other 
sources of error in the measurement of low levels of intelligence makes 
defining the condition in terms of a specific IQ figure inappropriate.   
 
It does not describe the people for whom we provide services  
 
The majority of the people who would meet the above definition have never 
been provided with a specialised service and may well not need to be. 
Valuing People gives the following estimates of the prevalence of learning 
disabilities in the population as a whole:  
 
“1.8 Producing precise information on the number of people 
with learning disabilities in the population is difficult. In the 
case of people with severe and profound learning disabilities, 
we estimate that there are about 210,000: around 65,000 
children and young people, 120,000 adults or working age 
and 25,000 older people. In the case of people with 
mild/moderate learning disabilities, lower estimates suggest a 
prevalence rate of around 25 per 1000 populations – some 
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1.2 million people in England.” (Department of Health. 
Valuing People 2001, Page. 15). 
 
Combining the estimates of those with mild to moderate learning disabilities 
and those with severe and profound learning disabilities gives an estimate 
of about 3% of the population, which corresponds to the number of people 
in the population who would expected to have IQ<70 (Whitaker 2005). This 
suggests that the second criterion of a reduced ability to cope 
independently is not very harsh.  However, it is considerably greater than 
the number of people in the population who have a learning disability label 
and are known to services, which is only about 0.3% of the population 
(Whitaker 2004). There are therefore about nine times more people with 
unidentified learning disabilities than are currently known to services.  
 
People with identified learning disabilities may differ from those with 
unidentified disabilities in a number of significant ways:  
 
First, my experience of giving IQ tests over the last 25 years suggests that 
a number of people who have acquired a learning disability label have IQs 
above 70 and as such would not fit the above definition.  Second, it seems 
likely that people with an identified learning disability have a greater degree 
of need or are less able to cope than the bulk of people who would fit the 
Valuing People definition. This is because the most common reason people 
are identified as having a learning disability is that they are found not to be 
able to cope in some respect, for example failing at school, failing to parent 
appropriately. The factor that these people have in common therefore is a 
need for a service, at some point in their lives, in order to cope.  
 
It seems that the term learning disability can be demeaning to the people to 
whom it is applied, confusing to professionals and researchers and, as it is 
currently defined, fails to describe the group of people who receive a 
specialised service.  Can we do any better? My feeling is that we probably 
can but to do this we need to separate the way we apply the term in a 
research context from that used by service providers to describe the people 
they provide a service for.   
 
Alternative Definitions 
 
Researchers and students 
 
Scientists, researchers and academics need a term that communicates to 
others who the participants in their studies are, a term that can be put into 
search engines and get back appropriate information, that can be used in 
the title of journals so that it is clear to potential readers what the journal is 
about and can be used to describe specialist university courses. There are 
a number of alternatives currently used in the research literature. As noted 
above, the most commonly used one is ‘mental retardation’.  However, I’m 
not sure that as a descriptive term it is clear what it means and to me it 
sounds very demeaning. An alternative that is beginning to be used is 
‘intellectual disabilities’.  This term is used in the title of two leading U.K. 
based journals, the Journal of Applied Research in Intellectual Disabilities 
and the Journal of Intellectual Disability Research. It is increasingly being 
used in papers appearing in US based journals, for example the American 
Journal of Mental Retardation. It clearly indicates the common factor in the 
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people who are the subject of the study, that they have a low intellectual 
ability so should not be confusing to people not fully familiar with the 
detailed definition of the term. Also if it is used in a search engine it will 
produce papers about such people.  It may therefore be appropriate for the 
editors of this and other journals to consider replacing the term learning 
disability in their title with intellectual disability and for higher education 
bodies to consider changing the names of specialised courses from 
learning disability to intellectual disability. However, I would not recommend 
that we should start to label our services as a service for people with 
intellectual disabilities or the people who receive such services as people 
with intellectual disabilities. The term still has the potential to be demeaning 
and not everybody with low intellectual ability will require a service.  It also 
may be taken to imply that there should be an IQ level above which a 
service is not provided which I would want to avoid.  
 
Services and services users 
 
The challenge here is to produce a name and definition that describes the 
people who need and are entitled to a specialised service without giving 
them a demeaning label.  
 
To get over the problem of a negative label I would suggest that we simply 
do not give people a label but rather define whom the specialised service is 
for and then give that service a neutral name. For example, I currently work 
in a community learning disability team, based at the Redhouse Unit 
(fictitious name), which could be renamed the Redhouse Service based at 
the Redhouse Resource Unit. Not having the term learning disability or 
intellectual disability in the title of the services would mean that there were 
no negative implications about the people using the services.  If we need a 
general term for the people who use the service we could use the term 
“service user”.  There then remains the issue of defining whom the service 
is for.  
 
Valuing People is somewhat confused about who we should be providing 
services to. It suggests that people with learning disability make up about 
3% of the population and then specifies that its recommendations apply to 
“all” people with learning disabilities. This is not feasible: we do not know 
who most of these people are, and if we were to try to do find them to 
provide them with services we would quickly be overwhelmed. The people 
we do know about are those who have acquired the label of having a 
learning disability and who are currently receiving a specialised service or 
have had one in the past.  I would propose that these are basically the 
people we should continue to be providing a service for and we need to find 
an appropriate definition.  
 
One factor that has played a major part in the definition of learning 
disability, both in the definition used in Valuing People and in other 
definitions, is whether the client has an IQ<70. I feel that this is a mistake, 
in part because of the errors in the measurement of IQ at low levels 
outlined above; however, even if we could measure IQ to an accuracy of 
one IQ point, IQ 70 is still an arbitrary figure. It seems apparent from the 
disparity between the number of people we would expect to have IQ<70 
and the number we know about, that the bulk of people with IQ<70 are 
probably coping with no difficulty. It is also clear that there are a number of 
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people with IQs above 70 who are not coping even though a significant 
factor in their inability to cope is their relatively low intellectual ability, 
possibly in combination with other factors such as an autistic spectrum 
disorder, which are more common in people with low IQs. I would therefore 
suggest that any definition should acknowledge that the service is for 
people with low intellectual abilities but should not specify an IQ figure.  
 
The other defining factor that is specified in the Valuing People definition is 
the individual’s need of a service in order to cope. I suggested above that 
this is the major factor that distinguishes 0.3% of the population who have a 
learning disability label from the 3% of the population with true IQs<70. An 
inability to cope, which can be rectified by a service, should therefore be a 
major part of any criteria for a service.  
 
I would therefore suggest that we should specify that the specialist service 
should be for:  
 
People who are in need of community care services by 
reason of intellectual and/or pervasive developmental 
disorders, who are suffering significant distress or are unable 
to take care of themselves or their dependents or unable to 
protect themselves or their dependents against significant 
harm or exploitation.  
  
This description of the services is based on a definition of a Vulnerable 
Adult (Lord Chancellor’s Department 1997), which specifies a client’s 
assessed need and not on an arbitrary measure of intellectual ability. It 
does not label the client so there should be fewer negative connotations for 
a client in using the services. The description also specifies people with 
pervasive developmental disorders, which encompass autistic spectrum 
disorders. I have included this for a number of reasons: first, as autistic 
spectrum disorders are often seen in people with low intellectual abilities, 
any services specifically for people whose inability to cope is due to low 
intellectual ability will inevitably see a lot of people with autistic spectrum 
disorders. Second, it seems to me that it is often a combination of the low 
intellectual ability and the autistic spectrum disorder in the same individual 
that results in their not being able to cope and not one of the disorders 
specifically. It therefore seems to be a mistake to try to specify which 
disorder is responsible for the client not being able to cope. Third, both low 
intellectual ability and autistic spectrum disorders will often be lifelong 
conditions, but may only stop the individual coping at particular points in 
their lives. Fourth, as specific services for people, particularly adults, with 
autistic spectrum disorders are rare, it makes sense for them to be provided 
by a service that has experience of working with the condition.    
 
Other Perspectives 
 
One of the aims of this paper is to stimulate debate and hopefully prompt 
others to write papers in response.  However, it is suggested that the points 
of view papers in this journal present more than one perspective. I have 
therefore endeavoured to get the views of both colleagues and services 
users. Professor Read and The Burton Street Project in Hillsborough, 
Sheffield, a group of adults with “learning disabilities” have both kindly 
provided comments on this paper that appear at the end together with 
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some further comments that came with those from the Burton Street 
Project. Professor Read writes both from the perspective of a Consultant 
Psychiatrist in Learning Disabilities and as a parent of a child with profound 
disabilities, the Burton Street Project from their perspective of people who 
receive a service. In addition to this, I have discussed the suggestions 
made above with colleagues and have examined the websites of 
organisations representing service users, including People First and 
Mencap, in order to get the views of service users.  
 
A concern that many colleagues have put to me is that eliminating a 
specified IQ figure as a defining criterion makes the definitions imprecise 
and as far as services are concerned such a change may open the 
floodgates to a large number of referrals of people who previously would 
not have been eligible for a service. It is felt that that this would result in 
service providers becoming overwhelmed and people who traditionally had 
a service getting a reduced service or not getting a service at all. I would 
readily admit that the definition that I propose appears to be less precise 
than previous definitions making use of the concept of IQ. However, it is 
explicitly imprecise, which is an honest reflection our current ability to 
assess people with low intellectual ability. The definition based on IQ, on 
the other hand, suggests that people can be categorised as having a 
learning disability or not on the basis of an IQ assessment and assessment 
of adaptive skills. However, in reality this cannot be done due to the error in 
the tests outlined above.  In reality the definitions are just as imprecise as 
the one I propose but wrongly give the impression of precision, which could 
lead to decisions made with regard to diagnosis on the basis of IQ tests not 
to be questioned when they should be.   The concern about an increased 
number of referrals is legitimate and needs addressing. I do not believe that 
these proposals would result in a significant increase in referrals. The 
criteria still specify low intellectual ability with the addition that the low IQ or 
a pervasive developmental disorder should be why they need services.  
Secondly, the service providers still have scope for limiting referrals by 
more precisely defining the degree of distress a referred client should be 
under before they are eligible for a service. However, before any changes 
are made there would need to be negotiation with other service providers to 
ensure that all individuals who need and are entitled to a service get one.  
 
With regard to the views of services users, People First, a self-advocacy 
organisation for people with learning difficulties, state on their website 
(www.peoplefirst.org.uk/whoarewe.html) that they don’t like labels as “they 
keep them down”. This suggests they would be in favour of avoiding the 
labelling of clients as proposed in this paper. However, they then go on to 
say that they choose to use “learning difficulties”, as it is a label that doesn’t 
hurt them as much as other labels such as mental handicap, mental 
retardation, intellectually handicapped, or mentally subnormal.  They 
therefore may be in favour of retaining some label that identifies them as a 
group.  
 
Clearly this debate needs to continue. Evidence may need to be sought as 
to the possible effects of not labelling service users. Also service users 
need to be brought into the debate and their views sought in a systematic 
way. In the meantime I hope this paper will generate further ideas.  
 
Simon Whitaker 
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Editor’s comments: the following end note is intended to 
provide a further and interesting point of view on the issues of 
labelling in services today 
 
Further Comments on ‘What’s in a name?’ by Professor Stephen 
Read, Psychiatrist in Learning disabilities and parent. 
 
Redundant terms – or not? 
 
It was in 1974 that the then Secretary of State for Health first publicly used 
the term ‘learning disabled’ to describe those previously called ‘mentally 
handicapped’. 
 
In 1989, with the new term well ensconced in common parlance in the UK, 
a professor of psychiatry said to me that he thought it was a bad term in 
that it failed adequately to describe such individuals (picking out only one 
attribute – that of a disability of learning), whereas ‘mental handicap’ 
implied a spectrum or panoply of disabilities. 
 
I’ve thought about this since and can say that I disagree. Certain individuals 
may have a variety of disabilities, but the only one that is lifelong and 
ineradicable is the learning disability. It is the one that counts above all 
others. Other disabilities associated with learning disability are the result of 
psychiatric and medical disorders, and not of the learning disability itself. 
For this reason, because it is a core disability, I am in favour of its retention. 
 
I’ve long said that the only real consequence of a pure learning disability is 
the difficulty or impossibility of getting a job – of being economically self-
sufficient. Some societies consider that such individuals cannot compete 
economically, and offer social and educational services and enhanced 
health care. In the UK, learning disability is one of a number of disabilities, 
which entitle an individual to Disability Living Allowance. If the existence of 
learning disability is refuted, then hundreds of thousands may have no 
basis for a claim. This is a second reason for retaining learning disability as 
a useful concept. 
 
But for those who are not learning disabled, the term ‘borderline learning 
disability’ has no validity, is unnecessary and brings into doubt skills and 
capabilities, which, though hardly won, may be proudly owned. There is no 
excuse for marginalisation. If the term ‘borderline learning disability’ were to 
fall into disuse, then those who have been so termed can be called ‘normal’ 
and they need to have no argument with the term ‘learning disability’. Thus 
we can all get on with our lives without being distracted by nonsensical 
pseudo-concepts such as ‘borderline learning disability’. It is a redundant 
term and should no longer be used. 
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Further comments on ‘What’s in a name? Alternatives to 
“Learning Disability” by the Burton Street Group 
 
The paper was converted into an accessible format by Anna and discussed 
by members of an identity group for adults with learning disabilities at The 
Burton Street Project in Hillsborough, Sheffield. The points raised in the 
paper were discussed and this answer was negotiated between all 
members of the group and written up by Anna. 
 
The group was opposed to any major change to the term “learning 
disability”. The term ‘intellectual disability’ was rejected on the grounds that 
it could not be understood and used by the very people it seeks to describe. 
Though the paper points out that the term ‘intellectual disability’ would be 
mostly utilised by researchers, it was felt by the group to be exclusive due 
to the difficulty of the terminology. Several members of the group are part of 
a research group themselves, and it was felt that research in this area 
should concentrate on becoming more inclusive rather than less. The need 
for a universal term that may be understood and used in research was 
agreed however.  
 
The term ‘service users’ was unanimously rejected on the grounds that it 
was meaningless to both the community in which a person lives and the 
person themselves. The nature of this term was also seen to add to the 
construction of people with learning disabilities as passive, and needing 
help, rather than as active and involved members of the community, who 
have support needs.  The group was definite that the point should be made 
that not all people with a learning disability use what could be traditionally 
described as ‘services’, and so would be left without a term to explain any 
needs or difficulties they had. Though it was agreed that labelling people 
might have negative connotations, the label of learning disabilities was also 
seen to be a useful tool by several members of the group. For example, a 
member of the public shouted at one person for cycling on the pathway. He 
stopped and explained he had a learning disability and was not able to ride 
on the road. In this instance the term ‘learning disability’ was meaningful to 
both the individual and the member of public, and accurately conveyed the 
person’s difficulties in a way that he felt did not demean him. Several other 
instances similar to this were also recounted where the term learning 
disability could be used to describe needs without inappropriate detail. For 
example, one member needed to phone an ambulance after becoming ill, 
and could not accurately answer all the questions they were asked. They 
were then able to inform the operator they had a learning disability, and so 
the operator made the questions more accessible.  
 
The group also felt a sense of ownership over the term ‘learning disability’, 
as the term was described as a label that united a group of people rather 
than demeaned them. One person when asked said, ‘it’s none of their 
business what we’ve got’. As such, if the term is to change, people with 
learning disabilities themselves must be at the centre of the reform so that 
they are not further disempowered by it.  
 
The point was also raised that it is not the label that demeans, rather it is 
the social view of learning disabilities. As such, any change of term will 
eventually incur similar negative stereotypes and will need further review. 
This group then suggests that research concentrates on improving the 
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social inclusion of learning disabilities rather than superficial changes to 
terminology.  
 
The Group: 
 
Gwenaelle Ambuhl, Amy Beresford, Peter Brownley, Steven Chamberlain, 
Douglas Coe, Natalie Collins, Noreen Faruga, Sarah Faulkner, Robert 
Frost, Andy Gibbs, Anna Haigh, Jeanette Hodgkinson, Sara Moore, John 
Newton, Jean Nsengiyumua, Margaret Senior, Dawn Shepherd, Neil Smith, 
Peter Smith and Russell Thompson. 
 
 
Definitions and contexts: a commentary on What’s in a name?  
Alternatives to “Learning Disability”. 
 
Suzie Beart & Tom Isherwood 
 
The questions of definition and labelling that Whitaker raises are important 
and worthy of discussion.  In this commentary we will assert that language 
is powerful as a determinant of experience; however how a group is talked 
about is more important than what name is used to distinguish a group of 
people.  Also, whilst Whitaker’s concerns regarding the tools of definition 
are clear, it is imperative that people in the group being defined appreciate 
the process of definition if they are to be engaged in the debate about their 
naming. 
 
Problems inherent in definition 
 
Categorisation of human social experience is fraught with difficulty.  
Learning disability is not a ‘thing’ that can be measured with confidence and 
consensus in the way that weight can (Rapley 2004).  Intelligence Quotient 
(IQ) is a concept, a construction developed by psychometricians in the 
United States Military (Lezak 2004).  Measuring human performance is an 
inexact science, recognised in concepts such as the Standard Error of 
Measurement (a calculation of the accuracy a test can be expected to 
have) that gives the range of IQ points that Whitaker describes with 
reference to the WAIS III (Wechsler 1997).  Constructing continua of 
intelligence and functioning, and generating cut off points to divide those 
continua, is more than arbitrary; it is a function of the needs of a society to 
compartmentalise need and distress so it can marshal resources to deal 
with it.  The definition of learning disability and its alternative terms (and the 
tools of measurement that are used) are currently the property of 
professions and services rather than those to whom the label is applied 
(Gillman, Heyman and Swain 2000). 
 
There seems to be some confusion within Whitaker’s article with regard to 
the definition of population rather than service provision.  Within any 
population (e.g. older adults, people who use drugs and alcohol or people 
who hear voices) there will be a smaller number who are not coping in 
some way; it is only that subgroup that any health or social service will deal 
with.  People with learning disabilities are more vulnerable to a number of 
particular causes of distress, including a range of abusive experiences and 
discrimination and they may be in greater need of a service; however it is 
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only through contact with education, health or social services that they are 
given ‘the label’.   
 
Terms and contexts 
 
The choice of terminology to describe the group who are currently and 
generally called ‘people with learning disabilities’ is important and the 
confusion is regrettable, but on the whole this is manageable within 
academia and public services (though other journal editors have bowed to 
‘pressure’, Gates 2006).  However, more important than the label are the 
ways in which people are talked about; it is the language used around the 
term in context that matters most.  One can use euphemisms such as 
describing services in terms of the buildings they occupy; yet this could 
appear apologetic or clandestine.  It is how one talks about the experience 
and opportunities for that group that shape the ways in which society 
responds in relation to them.  Discourses of inability and incapability allow a 
particular view of this group, discourses of positive contribution and 
achievements quite another.  Professional discourses are invested with 
power by society at large (Parker 2002); therefore it is the responsibility of 
those professionals and service providers to be aware of the impact of all 
their language rather than just that of a singular term.  This will affect 
whether the term is experienced as demeaning or not. 
 
Ownership and empowerment  
 
People with learning disabilities need to be included in the debates that 
shape how they are talked about if they are to feel empowered rather than 
demeaned. Therefore it is essential that terms and definitions are 
accessible. Complex diagnostic language acts as a barrier to 
understanding the meaning of terms making it difficult for people to 
understand and challenge the label given to them.  Davies and Jenkins 
(1997) contended that people with learning disabilities have an awareness 
of the ‘social category of disability’ through everyday interactions and 
relationships but do not have access to professional labelling discourses.  A 
group that appreciates how it comes to be labelled and the meaning and 
impact of that label can seek ownership of it; though this is fraught with 
difficulties (Finlay and Lyons 2005).  It is then possible to challenge 
stigmatisation and discrimination as well as those who do the labelling.  
Self-advocacy groups have been invaluable in this process so far but there 
is a responsibility for professionals to share the power they have to define 
and describe populations and determine their experience. 
 
In the interests of accessibility we would like to summarise these points in 
plainer English: 
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N.B The author would welcome further discussion from readers on the 
points raised by this article. 
 
 
 
 
 
 
Plainer English Summary 
 
• We think the questions that Simon Whitaker asked are very important 
• We think that the most important thing is the way people like
psychologists, nurses and social workers talk about groups of people
with learning disabilities rather than just the name they give to the
group 
• We thing the term ‘people with learning disabilities’ is OK as long as 
those people are talked about with respect and as valued members of
the community 
• We think that ‘learning disability is just a name, a label that is given by
professionals (like psychologists and doctors).  It doesn’t say much
about what a person is really like. 
• We think that professionals need to use plain English so everyone can
understand what ‘learning disability’ can mean and how the label gets
given to people.  Then people with learning disabilities can say what
they think about this and together we can find better ways of talking 
about people. 
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Establishing the rationale for, and practice of, service 
user research at the Humber Mental Health Teaching 
Trust 
 
Graham H. Shields MSc with Mike Walsh 
Abstract 
 
User research in mental health should be seen as a separate specialism in 
a “hierarchy of emergence” and this is argued for with reference to the 
metaphor of a car crash that has a multiplicity of perspectives. Technical 
language and approaches are not always sufficient: proximity to our 
conditions may increase the accuracy of interpretation. The piece then 
describes the quest to establish user research at the Humber Mental Health 
Teaching Trust and points out the importance of determination by Trusts to 
provide resources and facilitation. In the process of this, quality criteria for 
assessing user research projects are briefly presented. 
 
Service user research in the mental health field presents a challenge to 
traditional, reductionist methodologies that are often unable to acknowledge 
the validity of multiple, competing versions of understandings of the same 
phenomenon. After establishing a case for such an approach, I will 
describe aspects of our experiences in attempting to establish research by 
the Humber Mental Health Teaching NHS Trust. 
 
Keywords: Service user research, facilitation and support, service quality 
 
Imagine a car accident. The driver’s wife is killed outright but he, along with 
his son and dog survive unscathed. 
 
The police attend and take a few measurements and interviews. They write 
a formal, technical report for the judge quoting information about speed, 
skid length and a surmised order of events. They do not comment on the 
man’s feelings about his wife or analyse in depth the trauma of the son in 
losing his mother, nor do they comment on the interpretation of the accident 
from the perspective of the dog. The language of the report is accessible to 
lawyers not laymen or animals, and is totally useless for the man’s 
purposes of communicating his experience and meaning to his friends at 
the local, or for the son in explaining the network of events and meanings to 
his friends at school, or for the dog.  
 
Each observer has a valid perspective on the accident and each is valid in 
helping to build a full picture of the event. Experts look at truth through the 
lenses of their specialism: it is perhaps impossible for them to detach from 
the presuppositions that influence the colours they observe. And how can 
humanity properly enter into the experience of the dog let alone 
communicate its findings in a way which dogs understand? 
 
Systems thinking uses the terms ‘hierarchy’ and ‘emergence’ to express the 
truth that differing perspectives on a real situation can generate different 
levels of truth, (Checkland, P. 1981), such as in the above example of the 
crash. Things hidden, or totally unexpected, at one level of analysis 
become apparent at a higher, or lower, level of scrutiny. The order of 
Graham H Shields, Mike Walsh 
  195
 
hierarchy is determined by the extent to which the method of approach 
breaks down the problem into its component parts: geography is a higher 
level than environmental science for it looks at the consequences of large-
scale activity at a lower level without, necessarily, having to look at the 
lower level. In studying humanity, one may address the subject from the 
perspective of the theologian, the sociologist, or the biologist amongst 
others and each perspective reveals specific truths emergent from that 
level. For example, if studying a disease the theologian might draw on 
Biblical understandings, such as those expressed in the Book of Job, and 
ask questions about why we suffer and possibly blame Satan; the 
sociologist may look at the social inequalities which have created the 
conditions for the disease and blame the environment, whilst the biologist 
will refer to the functionality of various micro-organisms and blame bacteria. 
Each specialism on its own does not have the whole picture and cannot be 
seen as having a monopoly on the truth: versions of the truth do not have to 
be mutually exclusive. Satan may well have caused the illness through 
encouraging greed which led to social inequality and poverty, which 
resulted in a lack of cleanliness that led to a multiplication of bacteria 
resulting in infection. 
 
Service user research, which draws on the particular perspective of those 
who actually experience mental illness, has the potential to observe 
emergent realities in a similar way to an academic specialism. It is an 
attempt to permit expression of the under-represented perspective of the 
service user and should not be seen as a source of competing truth but as 
a missing source of part of the truth. It addresses the power imbalances 
that exist between experts and their clients: it enables the dog to 
communicate on its own terms and study the problem within its own frame 
of reference as well as allowing the driver and son to express issues, such 
as those of meaning, which may not be fully looked at by traditional 
professionals. 
 
To call the service user a dog is not meant to be pejorative but a metaphor 
for the power relationship between the system and the service user. The 
majority of service users would not be able to follow detailed arguments 
about brain chemistry but are expected to receive treatment from 
psychiatrists based on them. However, the majority of psychiatrists, 
medical scientists and care providers do not have personal experience of 
our conditions. Peter Beresford addresses the issue of distance between 
the phenomenon of mental illness and its interpretation and suggests a 
hypothesis in contradiction to the distance-objectivity required by the 
traditional scientific method as follows. 
 
‘The shorter the distance there is between direct experience and 
its interpretation (as for example can be offered by service user 
involvement in research and particularly service user controlled 
research), then the less distorted, inaccurate and damaging 
resulting research is likely to be.’ Beresford, P. 2005:7 
 
Service users are better placed to research and understand mental illness 
particularly in terms of its meanings and the efficacy of various treatments. 
That we can observe and discover for ourselves should be seen as a 
separate emergent layer in the hierarchy of knowledge. 
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But service users also have a need to understand and sometimes contest 
knowledge accepted by various authorities. This requires service users to 
educate themselves and to be allowed to experiment to permit the owning 
or disowning of alleged truths. It requires the co-operation of those with the 
knowledge to share it in ways we can understand and to permit research, 
not only for purposes of gaining special additional knowledge from the 
perspective of the service user specialism, but to enable knowledge 
validation. Of course, there is an overlap in these two forms of service user 
research. 
 
At the Humber Mental Health Teaching NHS Trust an attempt has been 
made to promote and establish service user research. The principal lesson 
we have learnt is that effective facilitation and support by experienced 
researchers appears essential. 
 
Tony Hostick, Clinical Effectiveness Manager, imaginatively initiated the 
project and envisaged a self-run project with its own budget for research. A 
panel of nine met bi-monthly for about a year and comprised six service 
user and carer representatives, some with experience of research, and 
three employees of the Trust. We had the following aims: 
 
• To establish the kind of research which service users could 
undertake locally. 
• To look at ways of prioritising and commissioning research. 
• To commission research projects. 
• To establish links with other relevant organisations. 
• To generate interest amongst service users and create a list of 
those willing to be involved. 
• To provide for the needs of those involved by means of training and 
payment provision. 
 
Whilst we had some success in achieving these, we needed: Concrete 
examples of existent service user research which we could attempt to 
emulate. We needed to look at real research. 
 
1. Though we had some good facilitation, we had problems defining 
exactly what we were doing and we became fractious as a result; 
consequently, the style of undertaking that we were using was not 
really appropriate. The Trust needed to decide and act on our 
deliberations and even decide what had been decided and have an 
active determination to professionally initiate real projects. 
 
2. Too much of our activity was concerned with measuring quality of 
research for the purposes of allocating resources. Whilst we were 
successful in generating appropriate criteria, we needed help to 
avoid having the quality tail wag the research dog. Our criteria were 
as follows. 
 
• Service user run? Is the research put together by service users? 
Will the research be partially or wholly performed by service users? 
 
• Support? Are the service users adequately advised and 
supported? 
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• Methodology? Is the research well planned? Does it make 
sense? Are there any possible sources of bias not considered? 
Could it be done a better way? 
 
• Use of Research? Will the conclusions be meaningful and 
relevant? Will the research be listened to by managers? Is it 
likely to lead to changes in services or attitudes? Will it be taken 
on board by service user groups for campaign purposes? 
 
• Research Capacity? Does this proposal originate from a new 
group of service users? Does this research significantly improve 
the experience and knowledge of the research group? 
 
• Costings? Has the research been adequately costed? Are the 
figures reasonable? 
 
One of the authors gave a presentation of our achievements at the Involve 
conference, November 2004. 
 
The panel no longer meets but a service user project stemming from the 
panel’s work is undertaking research into service users’ understandings of 
faith, belief and their interaction with mental illness. If the Trust had had a 
stronger determination as a whole organisation to provide resources, and 
had not had to weigh our project’s needs against other demands, the 
possibility of being involved in research and its relevance could have been 
more actively promoted amongst service users.  
 
Service user research is important to help establish a full picture of mental 
health conditions and services and to help the service user community own 
good research by others. For it to be a reality, it needs the support of NHS 
Trusts by means of the provision of active and decisive facilitation. 
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CALL FOR PAPERS 
 
 
 
“Improving Access to Psychological 
Therapies” 
 
 
We are looking for papers that relate to the 
issues of increased access to 
psychological therapies raised in the NICE 
guidelines for treatment of mental health 
problems and the Layard report. 
Theoretical and empirical papers will be 
welcomed from local, national, and 
international contributors including 
service users and carers. 
 
 
Deadline for submission of papers is  
March 31st 2007. 
 
 
Enquiries to the Journal Administrator, Alison Holmes 
e mail: a.holmes@hud.ac.uk or to Jeremy Halstead  
E mail: Jeremy.halstead@swyt.nhs.uk  
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EDITORIAL BOARD MEMBERS 
 
 
We are currently recruiting new members of the Editorial 
Board.   
 
We are looking for people with the following experience 
and ability: 
• Research  
• Publishing papers 
• Ability to read, critically appraise and review papers 
• Organisational skills and ability to work to deadlines 
• Able to communicate clearly with authors  
• Able to attend at least 4 meetings per annum (meetings 
usually take place in Huddersfield) 
 
 
If you think that you fit the profile, please write to the 
Editorial Board, C/o the Journal Administrator, Room 
CS14/03, University of Huddersfield, Queensgate, 
Huddersfield, HD1 3DH or e mail: a.holmes@hud.ac.uk, 
outlining your experience and reasons for wanting to apply.  
 
We particularly welcome applications from service users 
and carers.   
 
 
 
 
 
 
 
  
